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Adult Mental Health Essay
Both Behaviour Therapists and Cognitive Therapists May Use Behavioural 
Techniques in the Treatment of Anxiety Disorders and Depression. However, the 
Underlying Theoretical Rationales for the Use of These Behavioural Techniques 
Differ. Critically Evaluate These Different Theoretical Rationales by Drawing 
on the Literature from Anxiety and Depression.
Year 1
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Aims of the Essay
In the following essay I intend to briefly describe the cognitive and behavioural 
models and therapy; to discuss the use of behavioural techniques within these models 
and the theoretical rationale for their use. I will then examine the evidence that 
supports and refutes these rationales, drawing on the literature from anxiety and 
depression. Due to the limitations of space, I will focus the majority of my discussion 
on unipolar depression and panic disorder without agoraphobia.
When using the term behavioural techniques, I will be referring to the use of active 
techniques or active experiments, as opposed to verbally discussions of issues. These 
techniques could include exposure in-vivo or in imagination, relaxation, activity 
scheduling, pleasant event scheduling and any experiments that the therapist devises.
Introduction
Behaviour Theory
Behaviour therapy is based on the principles of learning theory, particularly classical 
conditioning and operant conditioning. Classical conditioning refers to learning that 
occurs when a previously neutral stimulus becomes paired with an unconditioned 
stimulus. The unconditional stimulus produces a particular response (the 
unconditioned response) and through repeated pairing of the neutral and the 
unconditioned response, the neutral stimulus becomes conditioned and produces the 
response previously elicited by the unconditioned stimulus (Hawton, Salkovskis, Kirk 
& Clark 1995; Rachman 1997). The early examples of this learning come from 
animal experiments, for example Pavlov’s experiments on training dogs to salivate to 
the sound of a bell, by pairing the sight of food with a bell during conditioning trials 
(Hawton et al 1995).
Operant conditioning refers to a process of learning according to the events that 
follow particular behaviours, the Law of Effect (Thorndike, Tolman & Guthrie, as
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cited in Hawton et at 1995). According to the Law of Effect, events that are followed 
by satisfying consequences tend to increase in frequency (positive reinforcement). 
Events, which are followed by the omission of an expected aversive event, also tend to 
increase in frequency (negative reinforcement), while events that are followed by an 
aversive event tend to decrease in frequency (punishment), as described by Hawton et 
al (1995).
Some forms of behaviour therapy arose out of the findings that classical conditioning 
could be used to help treat neurosis, by a process of extinction (removal) of 
conditioned learning. The treatment included the use of behavioural techniques like 
systematic desensitisation, exposure and reciprocal inhibition (Emmelkamp 1990; 
Rachman 1997; Hawton et al 1995). Other forms of behaviour therapy arose out of 
operant conditioning theory. The therapy aimed to change behaviour by altering the 
reinforcements / consequences available in the environment, as described by Milan 
(1990).
Some forms of behaviour therapy incorporated both classical and operant conditioning 
principles based on the ideas of, for example Mowrer’s (1947) two-stage Model. This 
model, as described by Hawton et al (1995) & Milan (1990) suggests that 
psychological responses, like fear, are acquired through classical conditioning and 
maintained through operant conditioning. The operant conditioning occurs because 
the fear is aversive and attempts are therefore made to avoid it (negative 
reinforcement of the behaviour). This avoidance serves to strengthen the classical 
conditioning, as it prevents exposure and the consequent extinction of the fear 
response.
Cognitive Theory
Cognitive theory does not focus on the role of classical and operant conditioning in 
emotions. Instead it focuses on the role of cognitions. It suggests that: “.. .Emotions 
are experienced as a result of the way in which events are interpreted or appraised. It 
is the meaning of events that triggers emotions rather than the events themselves...” 
(Salkovskis 1996)
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Individuals are therefore not seen as passive in the world, but as actively constructing 
their own reality; filtering information from the world and attaching personal meaning 
to events, in line with previous experience and underlying beliefs, which developed in 
childhood (Clark & Steer 1996).
Dysfunctional beliefs, assumptions and interpretations are seen as vulnerability factors 
in the development of psychological disorders, according to the diathesis-stress model 
of psychological disorder (Clark & Steer 1996). Particular disorders are seen as being 
linked to particular types of dysfunctional thoughts and interpretations. Appraisal of 
danger will lead to feelings of anxiety; appraisals of loss or self-blame will lead to 
feelings of depression; while appraisals of danger or threat and a sense of personal 
responsibility leads to obsessive-compulsive disorder (Salkovskis 1996). The therapy 
therefore aims to help the person to examine, evaluate and modify dysfunctional 
thoughts and beliefs (Rachman 1997; Salkovskis 1996; Fennell 1995; Freeman & 
Davis 1990). Behavioural techniques are seen as a method of evaluating and 
discontinuing irrational beliefs. This will be described in more detail below, in 
relation to panic disorder and depression.
The Application of the Principles of Behaviour Therapy and 
Cognitive Therapy in the Treatment of Panic Disorder, and 
Depression
In the following section I will briefly describe the DSMIV definition of panic 
disorder and the behavioural and cognitive models of panic. I will then describe the 
implication for treatment of these models and how behavioural techniques would be 
used within them. Following this, I will follow the same format when discussing 
depression.
Panic Disorder
Definition o f  Panic Disorder
A panic attack, according to the DSM IV is a sudden onset of a period of intense fear 
or discomfort, which is associated with at least four of the following symptoms:
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breathlessness; palpitations; dizziness; trembling; feeling of choking; nausea; 
derealisation; chest pain and parathesias.
Panic Disorder (PD) refers to recurrent panic attacks, at least some of which occur 
unexpectedly. Entering, or preparing to enter specific feared situations does not 
always trigger them. PD is divided into two types: PD with agoraphobia and PD 
without agoraphobia.
PD with agoraphobia refers to a disorder where at least some of the panic attacks 
occur when the person enters or plans to enter a feared situation. PD without 
agoraphobia, refers to the condition where all the panic attacks appear to come ‘out of 
the blue’, the person is not able to identify any particular situations that trigger them. 
Due to limitations of space, only panic disorder without agoraphobia will be 
discussed.
Behavioural U nderstands o f Panic Disorder
Wolpe & Rowan 1988 described panic as a result of classical conditioning. The first 
panic attack is seen as the result of either prolonged or severe anxiety, which causes 
hyperventilation, then physiological disturbances, which leads to a panic attack (as 
outlined in figure 1). It conditions either the symptoms of hyperventilation or other 
factors that are around during the initial panic attack. This could be physical 
sensations, particular smells, sights etc. Following this conditioning, the conditioned 
stimuli alone can produce panic (conditioned response), without the need for the 
presence of the unconditioned stimuli (like a full hyperventilation or the involvement 
of toxic chemicals or organic factors that produce the physiological changes).
5
Adult Mental Health Essay
FLOWCHART OF THE DEVELOPMENT OF PANIC DISORDER
Toxic chemicals
Hyperventilation
Panic
Organic syndromes
Prolonged and / or severe anxiety
Rationalization o f cause 
e.g. “going crazy”
Extraordinary physiological disturbance
Classical conditioning o f elements o f Hyperventilation 
symptoms and o f exogenous stimuli to recurrent panic
Figure 1 -  Classical conditioning leading to panic disorder, as described by Wolpe &
Rowan (1988)
The model does not discount the presence of cognitions, but sees them as only 
occurring after the initial conditioning. Wolpe & Rowan (1988) therefore suggest that 
the focus of treatment must be on extinguishing the original, so the person can 
experience the physical symptoms without fear and without a panic attack occurring.
Behavioural techniques are commonly used in behaviour therapy, as the primary 
method for extinguishing learning. The treatment of panic may involve, for example,
6
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repeated exposure to interoceptive cues (Emmelkamp 1990). Wolpe & Rowan (1988) 
described the use of an inhalation of carbon dioxide and oxygen to gradually expose 
the person to these interoceptive cues. When the person becomes fearful, the 
inhalation is stopped and started again when their fear has reduced. Gradually the 
anxiety response to these physical sensations reduces and the person can experience 
strong physical sensations without feeling fearful -  the fear is de-conditioned or 
extinguished. Techniques like reciprocal inhibition may also be used, but ‘cognitive 
correction’ is rarely a part of treatment (Wolpe & Rowan 1988).
Comitive Understanding o f Panic Disorder
The cognitive models of panic focus on the role of cognitions in the production and 
maintenance of panic disorder. Clark 1996, for example, suggests that panic is caused 
by the persons “enduring tendency to interpret certain bodily sensations in a 
catastrophic fashion” (Clark 1996). The physical sensations alone are not seen as 
producing panic, they are mediated by the fact that the persons sees these sensations 
as evidence of imminent danger. The person thinks, for example, that they are about 
to faint, loose control or have a heart attack. Clark’s (1996) model of panic suggests 
that a stimulus triggers the thoughts of danger, these can be internal, interoceptive 
cues, or external cues. This leads to apprehension, bodily sensations and then 
catastrophic misinterpretation. A vicious cycle is then set up which leads to a panic 
attack. This can be seen diagrammatically in figure 2.
Safety seeking behaviours like avoidance and escape help to maintain and strengthen 
the belief these beliefs, despite the person never suffering the feared catastrophic 
consequences (Salkovskis 1996). This is because the person believes that they had a 
‘near-miss’ experience. If they had not, for example, sat down when the symptoms 
started, escaped or avoided the situation, they would have experienced the catastrophe 
they feared (Salkovskis 1996; Clark 1996).
The aim of cognitive therapy is to test out these beliefs and allow discontinuation of 
the catastrophic beliefs (Salkovskis 1996; Clark 1996). Behavioural techniques or 
experiments are used to evaluate the evidence and modify beliefs. The behavioural 
experiments could include, for example stopping safety seeking behaviours or
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hyperventilating in a session in order to disconfirm the belief that something 
catastrophic will result.
Interpretation of 
Sensations as Catastrpophic
Body Sensations
Perceived Threat 
(sign o f danger)
Trigger Stimulus 
(internal or external)
Apprehension
Figure 2: Adapted from Clark’s (1996) Model o f Panic Disorder
Depression
Definition o f Depression
The focus will be on discussing unipolar depression, which meets DSM IV criteria for 
major depressive disorder, either a single episode or recurrent episodes.
According to the DSM IV, a major depressive disorder refers to the occurrence of at 
least one major depressive, when the person shows a significantly depressed mood or 
a significant loss of interest in pleasure in almost all activities. It would also include 
at least three other symptoms including significant weight loss or weight gain; 
psychomotor retardation; significant feelings of worthlessness or guilt; problems with 
concentration or decision-making or suicidal ideation. (See Appendix 2, for full DSM 
IV criteria).
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The Behavioural Model o f Depression
The behavioural models of depression are based mainly on theories of operant 
conditioning. Depression is seen, for example, as the result of insufficient 
reinforcement (Lewinshohn, as cited in Coyne 1976), of reinforces loosing their 
effectiveness or of the individual lacking the skills to obtain reinforcement that is 
available in the environment. (Freeman & Davis 1990). Adaptive behaviours, which 
are no longer being reinforced, tend to decrease or be extinguished.
This model suggests that the focus of therapy would need to be on changing the 
reinforcement contingencies available in the environment and from the self, to change 
behaviour (Schwartz 1990). A number of behavioural techniques, described by 
Walen, Hausermann & Lavin (1977, as cited in Freeman & Davis 1990), are used to 
change reinforcement contingencies. Pleasant event scheduling and activity 
scheduling may be used, to increase opportunities for gaining reinforcement and 
mastery and pleasure ratings of activities, to enhance or renew already existing 
sources of reinforcement. Graded task assignment may be used to help the person 
gain reinforcement from achieving smaller goals, and not just from achieving the 
bigger goal. While social skills training or assertiveness training may also be used, for 
individuals who lack the skills to effectively obtain reinforcements that are available 
in the environment. Many of these behavioural techniques are used in cognitive 
therapy, as well as in behaviour therapy. The rationale for their use differs, as will be 
described below.
The Cognitive Model ofDepression
There are a number of cognitive models of therapy, all of which focus on the role of 
cognitions in psychological disorders, including Beck’s, and Ellis’s models (Gelder 
1997). I intend to focus on Beck’s model, as this model was extremely influential in 
the treatment of depression and has formed the basis of much of the cognitive therapy 
work since it’s development in the late 60s and 70s.
Beck’s (1967, 1976, as cited in Fennell 1995) cognitive model of depression suggests 
that through early experiences individuals develop beliefs and assumptions about the 
world. These beliefs are used to filter information received from the world in order to
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make sense of experiences. Some of these assumptions are helpful, while some are 
unhelpful or dysfunctional. These assumptions lie dormant until incidents occur 
which lead to their activation. Once activated they lead to an increase in negative 
automatic thoughts, which then influences emotions, behaviour and information 
processing. In depression negative automatic thoughts and underlying beliefs are seen 
as relating to issues of loss and grief. Information processing biases were also 
suggested by Beck (1976,1967 as cited in Fennell 1995) to also influence mood 
because they effect the information attended to and ignored and the interpretations that 
are made of events. Beck’s (1967, 1976) cognitive model of depression is shown 
diagrammatically in figure 3.
Motivational AffectiveBehavioural Cognitive Somatic
Assumptions activated
(Early) experience
Critical incident(s)
Symptoms o f depression
Negative automatic thoughts
Formation o f dysfunctional assumptions
Figure 3 -  Beck’s (1967,1976) cognitive model o f depression -  as outlined by Fennell
1995.
In 1987, Beck reformulated his cognitive model of depression in order to clarify the 
issue of whether thoughts are causal in the initial development of disorders. He 
suggested that underlying beliefs (schemas) were a vulnerability factor for the 
development of depression, as were biological and social factors. These factors could
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predispose the person to depression, which would only occur if  the person 
experienced precipitating life events, like acute or chronic life stresses. This was 
termed the cognitive diatheses-stress model of depression. (Clark & Steer 1996; 
Blackburn 1996; Weissenburger & Rush 1996).
The Use o f Behavioural Techniques in the Cognitive Treatment o f Depression
Cognitive therapy suggests that cognitions are involved in the development and 
maintenance of depression. The focus of treatment would be on dealing with negative 
automatic thoughts, information processing biases and underlying beliefs or schema. 
The aim of therapy would be to help the person to examine, evaluate and modify 
dysfunctional thoughts and / or beliefs (Fennell 1995; Rachman 1997; Freeman & 
Davis 1990). As with the treatment of anxiety, behavioural experiments are seen as a 
way of helping the person with this process. Cognitive therapists suggest that 
behavioural techniques work by changing cognitions. Activity scheduling is seen to 
tackle beliefs about being useless and unable to achieve things; pleasant event 
scheduling is seen to tackle beliefs that it is not possible to get any enjoyment from 
anything and graded task assignment may be used to help overcome the person’s all- 
or-nothing cognitive style. As well as these general techniques, specific behavioural 
experiments will be used to tackle the individual’s negative beliefs about the self, the 
world or the future. If, for example, an individual has beliefs about being a failure, 
they may be asked to gather evidence that supports and refutes their ideas. They may 
also be asked to listen out for things that other people say about them or they may be 
asked to discuss their belief with close family or friends in order to gather evidence 
about the belief.
What Is The Evidence That Can Be Used to Critically Evaluate These 
Different Rationales?
As can be seen from the above descriptions, both behaviour and cognitive therapy use 
behavioural techniques, but the rationale for their use differs. Behaviour therapy 
proposed that behavioural techniques work by extinguishing learning (Wolpe & 
Rowan 1988), while cognitive therapy proposes that they work by allowing the 
opportunity for irrational beliefs to be evaluated and discontinued (Clark 1996).
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There is very little research that looks specifically at behavioural techniques and 
examines the different rationales for their use. I will therefore draw on the general 
research on cognitive and behavioural treatment of panic and depression, in order to 
evaluate whether behavioural experiments are effective because they extinguish 
learning or because they produce changes in cognitions.
Evidence from the Literature on Panic Disorder
Evidence o f Classical Conditioning
Early classical conditioning studies showed that ‘neurosis’ (Rachman 1997) could be 
conditioned in humans as well as animals. This was shown by the conditioning of fear 
in ‘Little Albert’ (Watson & Rayner 1920, as cited in Rachman 1997). Obviously 
this study suggests that fear can be conditioned, but it does not necessarily suggest 
that these same mechanisms cause the symptoms of panic.
Wolpe & Rowan (1988) asked ten individuals to recall their first panic attack. The 
subjects were able to identify clear physical sensations that had occurred prior to the 
panic and they also reported that the cognitions only occurred after the panic had 
developed. Wolpe & Rowan claim that this supports the classical conditioning theory 
of panic and proves that cognitive misattributions are only a consequence of panic. 
However this was a very small-scale study and may not be reliable as the individuals 
were being asked to remember retrospectively the events preceding their first panic, 
which in many cases was a long time in the past. It is also important to remember that 
many clients are often unaware of the cognitions that precede their symptoms, unless 
they are helped to do this. It is possible that the reason they did not recall any 
cognitions before their first attack was because they were not aware of them and not 
because they do not exist.
Evidence That Specific Cognitions are Associated with Panic Disorder
There is evidence that panic patients have a higher frequency of catastrophic 
cognitions (Hout et al 1987, as cited in Gelder 1997) and respond quicker to 
catastrophic words than non-panic patients (Clark et al, in preparation, as cited in 
Gelder 1997). They have also been shown to have an attentional bias towards
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threatening stimuli and interoceptive cues, in comparison with phobic patients (Ehlers 
and Breuer 1995, as cited in Gelder 1997). This, however, is not sufficient evidence 
support the cognitive rationale, as it could be argued that these factors merely 
correlate with symptoms of panic and do not have any actual influence on the 
symptoms.
Evidence o f a Correlation between Symptoms o f Panic and Cognitions
Bouchard, Gauthier, Laberge, French, Pelletier & Godbout (1996) & Williams &
Falbo (1996) compared exposure therapy with cognitive restructuring in the treatment 
of panic disorder. Their results suggested that both were equally effective and 
interestingly, that both showed equivalent changes in cognitions. This could suggest 
that behavioural techniques work by changing cognitions but it is equally possible that 
cognitions are merely correlated with symptoms of panic. This would not, therefore, 
be evidence that clearly supports either the behaviour or the cognitive rationale for the 
use of behavioural techniques.
Clark, Salkovskis, Hackmann, Middleton, Anastasiades & Gelder (1994) compared 
cognitve therapy, applied relaxation & imipramine in the treatment of panic.
Cognitive therapy and applied relaxation were both equally effective, and significantly 
better than imipramine. Importantly, this study also showed that cognitive measures 
taken at the end of treatment were “significant predictors of the outcome at follow- 
up”. The clients who continued to show a tendency to misinterpret bodily sensations at 
the end of treatment, were more likely to have a worse outcome at follow-up. Clark, 
Salkovskis, Hackmann, Wells, Ludgate & Gelder (1999) had a similar finding in their 
research on a brief version of cognitive therapy for panic disorder.
The studies by Bouchard et al (1996), Williams & Falbo (1996) and Clark et al (1994) 
all suggest a correlation between symptoms of panic and cognitions. However this 
evidence would not be sufficient to suggest that these cognitions have any influence 
on the symptoms of panic. There are some studies that have suggested that cognitions 
can influence the symptoms of anxiety and panic.
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Evidence that Cognitions can Influence Symptoms o f Anxiety and Panic
Rapee, Mattick & Murrell (1986) used lactate infusion to induce panic like symptoms 
in panic patients and normal controls. Half the subjects were told that the infusion 
would produce symptoms of anxiety, while half were told it would produce symptoms 
of pleasure & excitement. The effect of the infusion was significantly related to the 
information the participants had received. Individuals given the anxiety information 
experienced more distress than the group who were given ‘pleasant excitement’ 
information.
Van der Molen, van den Hout, Vroemen, Lousberg & Griez (1986) showed similar 
findings when using an inhalation of 50% carbon dioxide and 50% oxygen. Half the 
participants were given information about the physical effects that they could expect 
from the infusion, while half were given no information. The no information group 
reported significantly more catastrophic cognitions and symptoms of panic.
Ehlers, Margraf, Walton, Roth, Taylor & Birbaumer (1988) compared panic patients 
and normal controls during sessions of true and false heart rate feedback. The panic 
participants, unlike the control group, showed both increased anxiety and increased 
physiological arousal in response to false heart rate feedback.
The studies by Rapee et al (1986), Van der Molen et al (1986) and Ehlers et al (1986) 
all suggest that, in patients with panic disorder, the thoughts they have about the 
physical sensations can effect how these symptoms are experienced. They can also 
effect whether a person shows increased symptoms anxiety or panic. These reactions 
were shown to be specific to panic patients. This evidence does support Clark’s 1996 
catastrophic misinterpretation model of panic and might suggest that behavioural 
experiments can work through the mechanism of discontinuing faulty cognitions. 
However this does not necessarily rule out the role of learning in panic or the 
possibility that some behavioural experiments may work by extinguishing learning, or 
that cognitions and learning may both be involved in this process.
14
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Evidence from the Literature on Depression
As with the literature on panic, only a limited amount of the depression literature 
specifically examines the evidence in support of the different rationales for the use of 
behavioural techniques. I will therefore include research that focused on examining 
the evidence for the involvement of learning and cognitions in depression, and will 
suggest how this might support or refute the different rationales.
Evidence o f the Role o f Reinforcement in Alleviatin2 Depression
Wilkinson (1997) examined the relationship between levels of internal (self) and 
external reinforcement as a predictor of symptoms of depression, in line with a 
behavioural understanding of depression. The study found a correlation between 
symptoms of depression and levels of external reinforcement and punishment (as 
suggested from a record of the frequency of pleasant and unpleasant events). He found 
an important, but moderate correlation between the level of self-reinforcement and 
symptoms of depression. This would not be sufficient to suggest that the level of 
reinforcement can influence mood, as it merely suggests a correlation. It is also 
difficult to know how accurate the predictions of reinforcement would be from records 
of the frequency of pleasant and unpleasant events. The possibility that cognitions are 
influencing depressed individuals self-reports cannot be excluded. Individuals who 
are depressed may be reporting less pleasant and more unpleasant events. This would 
suggest that the correlation found could reflect negative cognitive style, as opposed to 
lower levels of reinforcement and higher levels of punishment.
Hamman & Glass (1975) looked at the impact of the behavioural technique of 
increasing the level of pleasant activities on student’s symptoms of depression. They 
found that even though subjects in the experimental condition performed significantly 
more pleasant activities than the other groups, they rated those activities as less 
positively reinforcing and did not experience any alleviation of depressed mood. In 
the second experiment, Hammen & Glass (1975) aimed to assess the role of 
cognitions in this process. The authors reported that the ‘pleasant activity group’ was 
doing more activities, but rating them less positively, which suggested that they were 
gaining less pleasure out of completing them. Hammen & Glass suggested that this 
was evidence of the role of cognitions in mediating reinforcement. However,
15
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behaviour therapists may argue that this is actually evidence that the most appropriate 
reinforcement has not been found or that the person lacks the skills to gain 
reinforcement from the environment.
The studies by Wilkinson (1997) & Hammen & Glass (1975) examined the role of 
reinforcement in depression. The studies could not rule out the possibility that 
cognitions were mediating the effect of reinforcement on symptoms of mood. This 
evidence would therefore not be sufficient to clarify the role of cognitions and 
reinforcement in depression. Other areas of research have attempted to look 
specifically at the involvement of cognitions in depression and this will be described 
below.
Evidence o f Cognitive Specificity in Depression
Coyne & Gotlib (1983 as cited in Gelder 1997) for example, found that subjects were 
more likely to attribute failure to themselves, while non-depressed participants did not 
show this pattern. Clark & Steer 1996 reported on a number of studies (Clark & Beck 
1989; Engel & DeRubeis 1993; Haaga, Dyck & Ernst 1991) that found an increase in 
negative views about the self, the world and the future in clients with depression.
Clark & Steer (1996) and Haaga et al (1991) reported evidence of depression being 
associated with specific cognitive themes of loss, which was not generally present in 
other clients with psychological disorders.
Hamilton & Abramsons (1983) found that overall the cognitions of depressed patients 
differed significantly from non-depressed psychiatric patients and normal controls. 
They showed significantly greater levels of hopelessness and dysfunctional attitudes at 
the beginning of treatment. Approximately half of the depressed patients showed a 
cognitive style that was not significantly different from the cognitive style of the 
control groups. This seemed to suggest the negative cognitive style was specific to 
certain sub-groups of depression, although the authors did not identify the possible 
sub-groups.
All of the above studies examining the cognitive aspects of depression do suggest that 
particular cognitive factors may be associated with depression, but this is not
16
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sufficient to support the cognitive rationale of the role of thinking in depression. It 
may merely suggest a correlation. There are some studies, however, that have 
specifically examined the effects of thinking on mood, for example Teasdale & 
Bancroft (1977) and a number of studies described by Clark & Steer (1996).
Evidence That Thinking Can Effect Mood
Teasdale & Bancroft (1977) asked participants who were attendees at a psychiatric 
out-patient clinic to think of negative and positive thoughts. All of the subjects rated 
themselves as more depressed when they were thinking negative thoughts than when 
thinking the positive thoughts. EMG (electromyographic activity / facial muscle 
activity) was also recorded to try and rule out the possibility of people responding on 
the basis of experimental demand. There was a significant correlation between self- 
report and EMG activity, which could suggest that the self-reports were accurate.
This experiment could show the influence thoughts can have on mood, but it may not 
be generalisable to a clinically depressed population and so no claims can be made 
about the impact of thoughts on depression on the basis of this study.
Clark & Steer 1996 also described evidence from a number of studies (Clark 1983, 
Martin 1990; Sirota & Schwartz 1982; Teasdale & Rezin 1978) that showed that 
producing negative, self-referrant thoughts & images produced affective, behavioural, 
physiological responses that were ‘characteristic of depression’.
Evidence o f the Effect o f Cognitive Theravv on Depression
To support the cognitive rationale for the use of behavioural experiments and for the 
use of cognitive therapy in general, in the treatment of depression, we would need to 
know that reducing or eliminating key cognitions is critical in the cognitive treatment 
of depression (Rachmann 1997). There is evidence from outcome studies that 
cognitive therapy is at least as effective as pharmacological treatments like 
imipramine and can be more effective. It also significantly reduces the risk of relapse 
to a higher degree than pharmacotherapy. (Rush, Beck, Kovacs & Hollon 1977; 
Kovacs, Rush, Beck & Hollon 1981; Hollon, DeRubeis & Evans 1996). Although this 
in itself cannot be taken as evidence to support the cognitive rationale for treatment 
and the use of behavioural techniques, as the therapy may work by another non­
17
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specific mechanism, it could together with the other evidence on the role of cognitions 
in depression. As with the panic literature, it still does not rule out the possibility that 
learning is involved in the development and maintenance of psychopathology.
Conclusions
The literature on depression does not exclusively support either the cognitive or the 
behavioural rationale for the effectiveness of behavioural experiments. There is some 
evidence that cognitions mediate the effectiveness of behavioural reinforcement 
techniques (Hammen & Glass 1975). There is also evidence that supports the 
involvement of cognitions in depression. Negative cognitions have been found to be 
correlated with depression (Coyne & Gotlib 1983) and studies show that what people 
are thinking can affect their mood (Teasdale & Bancroft 1977). Obviously showing 
that cognitions may have a role in symptoms of depression, does not in itself suggest 
that behavioural techniques work through the mechanism of cognitive change, but it 
does support idea as a possibility. It can also be used as evidence to help refute 
behaviour therapists claims that cognitions are merely correlated with depression and 
do not have any influence over it (Wolpe & Rowan 1988).
The literature on panic disorder research shows that cognitions are not merely 
correlated with symptoms, but can actually influence these symptoms (Rapee et al 
1986, Van der Molen et al 1986; Ehlers et al 1988). Also studies comparing the use of 
cognitive therapy (without behavioural techniques), and behavioural techniques 
(applied relaxation, exposure) showed that both these methods produce changes in 
cognitions at the end of treatment (Bouchard et al 1996; Williams & Falbo 1996). The 
level of misattributions at the end of treatment was also shown to predict outcome at 
follow-up (Clark et al 1994; Clark et al 1999). Obviously this evidence cannot prove 
the cognitive rationale for the effect of behavioural techniques and cannot disprove the 
behavioural explanation. It can, however, suggest that the cognitive explanation is a 
viable explanation for the effectiveness of behavioural techniques.
The evidence of the involvement of cognitions in psychological disorders and the 
evidence that supports the cognitive explanation for the effectiveness of behavioural
18
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techniques, does not rule out the possibility that learning may also be an influential 
factor. There may actually be a number of potential mechanisms of change (Rachman 
1997) including the cognitive and behavioural mechanisms. It is also possible that 
these mechanism work in conjunction with each other, as suggested by Marks, Lovell, 
Noshiravani, Livanou & Thrasher (1998).
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Appendices
Appendix 1
DSMIV Diagnostic Criteria for Panic Attacks
A discrete period of intense fear or discomfort in which four or more of the following 
symptoms develop abruptly and reach a peak within 10 minutes:
1) Palpitations, pounding heart, or accelerated heart rate
2) Sweating
3) Trembling or shaking
4) Sensations of shortness of breath or smothering
5) Feeling of choking
6) Chest pain / discomfort
7) Nausea or abdominal distress
8) Feeling dizzy, unsteady, light-headed, or faint
9) Derealisation (feeling of unreality) or depersonalisation (being detached from
oneself)
10) Fear of losing control or going crazy
11) Fear of dying
12) Paresthesias (numbing or tingling sensations)
13) Chills or hot flushes
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DSMIV Diagnostic Criteria for Panic Disorder without Agoraphobia
(A). Both of the following:
(1). Recurrent unexpected Panic Attacks.
(2). At least one of the attacks has been followed by 1 month (or more) of one 
(or more) of the following:
(a). Persistent concern about having additional attacks.
(b). Worry about the implications of the attack or its consequences (e.g 
losing control, having a heart attack or “going crazy”.)
(c). A significant change in behaviour related to the attacks.
(B). Absence of Agoraphobia.
(C). The Panic Attacks are not due to the direct physiological effects of a substance 
(e.g. drug of abuse, a medication) or a general medical condition (e.g. 
hyperthyroidism).
(D). The Panic Attacks are not better accounted for by another mental disorder, such 
as Social Phobia (e.g. avoidance limited to social situation because of fear of 
embarrassment), Specific Phobia (e.g. avoidance limited to a single situation like 
elevators), OCD (e.g. avoidance of dirt in someone with an obsession about 
contamination), Posttraumatic Stress Disorder (e.g. avoidance of stimuli associated 
with a severe stressor) or Separation Anxiety Disorder (e.g. avoidance of leaving 
home or relatives).
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DSMIV Diagnostic Criteria for Panic Disorder with Agoraphobia
As for Panic Disorder without Agoraphobia, but some (thought not all) of the panic
attacks occur as a result of being in feared situations or places.
Criteria for agoraphobia are:
(A) Anxiety about being in places or situation from which escape might be difficult (or 
embarrassing) or in which help may not be available in the event of having an 
unexpected or situationally predisposed Panic Attack or panic-like symptoms. 
Agoraphobic fears typically involve characteristic clusters of situation that include 
being outside the home alone; being in a crowd or standing in a line; being on a 
bridge; travelling in a bus, train or automobile.
(B) The situations are avoided (e.g. travel is restricted) or else are endured with 
marked distress or with anxiety about having a Panic Attack or panic-like 
symptoms, or require the presence of a companion.
(C) The anxiety or phobic avoidance is not better accounted for by another mental 
disorder, such as Social Phobia (e.g. avoidance limited to a single situation like  ^
elevators), OCD (e.g avoidance of dirt in someone with an obsession about 
contamination), Post Traumatic Stress Disorder (e.g. avoidance of stimuli 
associated with a severe stressor) or Separation Anxiety Disorder (e.g. avoidance 
of leaving home or relatives.)
(D) Avoidance limited
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Appendix 2
DSMIV Diagnostic Criteria for Major Depressive Episode
(A) Five (or more) of the following symptoms have been present during the same 2- 
week period and represent a change from previous functioning: at least one of the 
symptoms is either (1) depressed mood or (2) loss of interest or pleasure.
(1) Depressed mood most of the day, nearly every day, as indicated by either 
subjective report or observation made by others.
(2) Markedly diminished interest or pleasure in all, or almost all, activities most 
of the day, nearly every day.
(3) Significant weight loss when not dieting or weight gain ( e.g. a change of 
more that 5% of body weight in a month).
(4) Insomnia or hypersonmnia nearly every day.
(5) Psychomotor agitation or retardation nearly every day.
(6) Feelings of worthlessness or excessive or inappropriate guilt.
(7) Diminished ability to think or concentrate, or indecisiveness.
(8) Recurrent thoughts of death (not just fear of dying), recurrent suicidal 
ideation without a specific plan, or a suicide attempt or a specific plan for 
committing suicide.
(B) The symptoms do not meet criteria for a Mixed Episode.
(C) The symptoms cause clinically significant distress or impairment in social, 
occupational or other important areas of functioning.
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(D) The symptoms are not due to the direct physiological effects of a substance (e.g. 
drug of abuse, a medication) or a general medical condition (e.g. hypothyroidism).
(E) The symptoms are not better accounted for by bereavement, the symptoms persist 
for longer than 2 months or are characterised by marked functional impairment, 
morbid preoccupation with worthlessness, suicidal ideation, psychotic symptoms or 
psychomotor retardation.
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DSMIV Criteria for Major Depressive Episode, Single Episode.
(A) Presence of a single Major Depressive Episode.
(B) The Major Depressive Episode is not better accounted for by Schizoaffective 
Diosrder and is not superimposed on Schizophrenia, Schizophreniform Disorder, 
Delusional Disorder, or Psychotic Disorder Not Otherwise Specified.
(C) There has never been a Manic Episode, a Mixed Episode, or a Hypomanic 
Episode. Note: This exclusion does not apply if all of the manic-like, mixed-like 
or hypomanic-like episodes are substance or treatment induced or due to the direct 
physiological effects of a general medical condition.
DSM IV Criteria for Major Depressive Episode, Recurrent.
As for Major Depressive Episode, Single, except that there are two or more episodes
and at least a two-month period between the two episodes.
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People with Learning Disabilities Essay
What is the Impact of Others’ Expectations on the Communicative Abilities of 
People with Learning Disabilities and How Might a Clinical Psychologist Work
With These Issues?
Year 1
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Aims of Essay
The aim of the essay is to consider the impact of other’s expectations on the 
communicative abilities of people with learning disabilities (PLD) and how a clinical 
psychologist might work with these issues. The essay will focus on addressing these 
issues in relations to adults with a Learning Disability. This is partly due to the 
limitations of space, which mean it would not be possible to discuss the whole age 
spectrum form children to older adults. In addition, the author’s current work is with 
adults who have a learning disability and it therefore seemed important to consider the 
issues that were pertinent to these individuals.
There are likely to be a large number of expectations that could impact on a person’s 
communication abilities, but limitations of space mean that it will only be possible to 
discuss a small number. The aim will therefore be to discuss some of the main areas 
where expectations may have an impact, expectations about what communication is; 
issues of language development; expectations about the person’s ability level and 
expectations about the training of staff and PLD on client’s communication abilities. 
The essay will focus on considering the expectations of individuals who tend to play a 
significant role in PLD’s lives, particularly family, paid carers, other professionals and 
society in general.
Introduction 
Definition of Learning Disabilities
The definition of Learning Disability, which tends to be used in clinical practice is 
impairments in intellectual functioning (Intelliegence Quotient below seventy) and 
impairments in social functioning, both of which have been evident since childhood 
(Dodd & Webb 1998; Dowdney & Skuse 1993).
This reflects the ICD 10 definition of Learning Disabilities (LD), which is quoted by 
Dodd & Webb (1998):
People with Learning Disabilities Essay
. A condition of arrested or incomplete development of mind which is 
especially characterised by impairment of skills manifested during the 
developmental period and which will contribute to the overall level of 
intelligence, that is, cognitive, language and motor abilities.”
There are different views about the IQ level that differentiates different levels of 
learning disability. The approximate figures are IQ of 70-50 for mild LD; an IQ of 
35-55 for moderate LD; IQ of 20-35 for severe and IQ below 20 for profound LD 
(Rondall & Edwards 1997; Dodd & Webb 1998; Dowdney & Skuse 1993).
Definition of Expectations
Throughout the essay, expectations will be defined as the assumptions, predictions, 
beliefs or views that an individual or group of individuals’ hold.
Definition of Communication
Communication involves “...conveying some message a communicator has in mind, 
and its interpretation by an addressee. The message can be assumptions, beliefs, 
wishes, feelings etc. Its purpose can be information sharing, eliciting information, 
promising, threatening, warning or social” (Van der Gaag & Dormandy 1993). The 
definition of communication will be considered in more detail a later section, as 
expectations about what communication involves may effect the interactions with an 
individual and their ability to communicate.
Incidence and Type of Communication Difficulties in People with Learning 
Disabilities (PLD)
Communication difficulties are extremely common in adults with a Learning 
Disability. Van der Gaag & Dormandy (1993) cite a number of studies whose 
prevalence figures range from 73% (Budd 1981) to 89% (Parker & Liddle 1987). 
Bartlett & Bunning (1997) also cite a number of studies and their prevalence figures 
range from 62% Blackwell, Hulbert & Bell et al (1989) to 81% (Lester 1991). 
Individuals are not all impaired to the same degree or in the same ways (Keman & 
Sabsay 1997).
31
People with Learning Disabilities Essay
A variety of communication difficulties were identified by, for example Blackwell et 
al (1989, as cited in Bartlett & Bunningl997), in their survey of long stay hospitals 
and day centres. They found that overall 62% of their sample had communication 
difficulties. Of these 29% were non-verbal; 25% had marked problems with verbal 
communication and 8% had some problems with verbal communication.
There is also evidence that clients with more severe learning disabilities are more 
likely to have greater difficulties with communication. Garcia & DeHaven (1974, 
cited in Remington 1997), for example, found that 80% of clients with severe or 
profound LD failed to develop effective speech. McLean, Brady & McLean (1996, 
cited in Remington 1997) found that caregivers reported that 21% of individuals with 
severe or profound LD did not have intentional communication abilities and only 60% 
of his sample were able to use some form of symbolic communication.
This contrasts with evidence from studies focussing on clients with mild learning 
disabilities, who, on the whole do not appear to be impaired to the same degree as 
individuals with more severe learning disabilities. Keman & Sabsay (1997) for 
example suggested that individuals with a mild learning disability who have 
communication problems, tend to have less problems in developing verbal 
communication, grammar and vocabulary. They tended to have problems 
communicating the intended meaning and also experience problems in social 
situations. The problems in communicating meaning tended to arise from for 
example, their tendency to leave out necessary information; include irrelevant detail; 
or include unrelated ideas in the same sentence. This can lead to confusion for the 
person they are communicating with (their communication partner) and may lead the 
PLD to feel frustrated about not being able to put their point across (Keman & Sabsay
1997).
There is also evidence that particular patterns of communication difficulty can relate 
to the causes of the LD. Individuals’ with Down Syndrome, for example, tend to have 
difficulties with expressive language and with grammar, but tend to have good 
receptive skills and good use of language in social communication (pragmatics) 
(Warren & Yoder 1997). Males with Fragile X Syndrome tend to have problems with
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pragmatics (Warren & Yoder 1997; Rondal & Edwards 1997) and problems with 
expressive language skills (Rondal & Edwards 1997). Individuals with Williams 
Syndrome, on the other hand, tend to have vocabulary, grammar and pragmatic skills 
that exceed their cognitive abilities, as suggested by a number of studies including 
Bellugi, Marks, Bihrle & Sabois (1988, cited in Warren & Yoder 1997 & Rondal & 
Edwards 1997). There is evidence that individuals with Williams Syndrome often 
have very complex vocabularies, which they are able to use appropriately and 
meaningfully (Warren & Yoder 1997).
In summary, there is a high prevalence of communication difficulties in PLD. A 
range of factors may contribute to an individual’s level of communication difficulties. 
The severity of the learning disability and the cause of the Learning Disability are two 
possible factors that could influence a person’s communication abilities. However, 
individuals with the same level of severity and cause of learning disability may show 
marked variations in their abilities. It is therefore important to consider each person 
individually and to assess their particular communication abilities and needs. It is also 
important to consider the influence of other factors on an individual’s ability to 
communicate for example the influence of the communication environment and the 
communication partner. These factors can have a significant impact on a person’s 
ability to use and develop their communication skills (Van der Gaag & Dormandy 
1993).
Why Consider People’s Expectations?
The expectations a person has of another can have a significant effect on a person’s 
ability to communicate, particularly in terms of the type and scope of interactions 
(Jussium 1986, cited in Van der Gaag & Dormandy 1993). It is importance to try and 
address any issues that effect a person’s ability to communicate, as this is likely to a 
major impact on the person’s life. This is highlighted, for example, in a study by 
Light, McNaughton & Pames (1986, cited in McLeod, Houston & Seyfort 1993), 
which found a significant relationship between a person’s ability to communicate and 
their quality of life. This is not surprising when the importance of communication is 
considered.
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Through communication individuals can express their needs (Remington 1997) and 
emotions); develop relationships, make choices and assert themselves (Thurman
1997). “Individuals who fail to acquire effective communication skills will likely 
endure lives of undue dependency, social isolation and restriction, irrespective of 
other abilities they may have” (Warren & Yoder 1997). It is therefore important to 
support individuals to use and develop their communication skills and to try and 
tackle issues that may be blocking their communication attempts.
Beliefs and Expectations that Impact on a PLD’s Communication 
Abilities
Beliefs and Expectations about Communication Development
The beliefs or expectations that individuals hold about the development of language 
will affect how they respond to individuals and whether intervention measures are 
considered. This is likely to have implications for an individual’s ability to maintain 
and develop their communication skills. Some of the expectations about language 
development will be discussed below.
The Nature-Nurture Debate
1960s Chomsky’s theory suggested that development was a purely biological process 
that was not influenced by the environment in any way. His theory therefore 
suggested that the amount or quality of input had no impact on language development 
(Warren & Yoder 1997) and that no interventions would be effective. However a 
number of studies have suggested that the environment can influence language 
development. Rondal & Edwards (1997) for example give an example of a child who 
had no social contact for the majority of her first thirteen years of life and when found, 
she was unable to speak at all and was only able to understand a few words. Rondal 
& Edwards (1997) also cite a number of studies that compared the language skills of 
PLD that were living in institutions with those who were not. The people living in 
institutions reached a lower level of language development than those who lived 
outside of institutions. A study by Gallaway & Richards (1994, cited in Warren & 
Yoder 1997) also highlighted the role of the environment in language acquisition. In
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their study, they found the rate and quality of language development of children with 
and without disabilities was affected the language input that the child received. These 
studies suggest that the environment has at least some influence on the development 
of language.
Moerk’s theory (1990, cited in Remington 1997), however, viewed language 
acquisition as an environmental process, which was largely independent of any 
developmental processes. However there is research evidence that suggests that even 
with severely limited input from others, a significant proportion of children can still 
acquire language (Schiff-Myers 1988, cited in Warren & Yoder 1997).
The research evidence from Rondal & Edwards (1997) and Schiff-Myers is part of a 
body of evidence, which suggests that both developmental and environmental 
variables impact on a person’s ability to develop their language and communication 
skills. Bates, O’Connell & Shore (1987, cited in Remington 1997), suggests that the 
process of language development is interactional. It involves both a hierarchical 
developmental process, where each successive stage builds on the next and also 
external environmental factors, which impact on the developmental process.
Obviously developmental issues may be considered to relate to work with children 
and not adults with LD. However the high incidence of communication difficulties in 
adults with LD means that it is important to consider whether their skills can be 
developed and how this can be done. The evidence above suggests that the 
environment can be influential in the development of language and that the 
developmental level also needs to be taken into account. However the other key issue 
in relation to development .is the beliefs and expectations about whether there is a 
critical period for development.
Critical Period Hypothesis
The critical period hypothesis (Penfield (1965) & Lenneburg (1967), cited in Warren 
& Yoder (1997) suggests that the ability to develop language declines after puberty. 
The strong version of the hypothesis suggests that language can not develop after this 
point, whereas the weak hypotheses suggests that language development after this
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point is more difficult, but can occur. The weak hypothesis is supported by, for 
example studies of Johnson & Newport (1989) & Newport (1990), cited in Warren & 
Yoder (1997). They found that language skills could develop after the critical period, 
although it tended to be harder to achieve and the individuals were unlikely to develop 
the level of fluency or grammatical sophistication that was possible if learnt during the 
critical period. This evidence suggests that adults with LD can be helped to develop 
their communication and language skills, although it is likely that it will be harder 
than if these interventions had occurred when they were much younger.
In summary, the views that individuals hold about the process of language 
development are likely to influence whether they would consider interventions and the 
form these interventions would take. It is likely that this could have some influence 
on language development. However even if language development interventions are 
not considered to be appropriate, an individual’s communication ability may be 
affected by the availability of support for their communications. This could be 
affected by a number of factors including expectations about what communication is; 
expectations about how to communicate with individuals and whether training should 
be available for staff and clients. These issues will be considered in the following 
sections.
Beliefs and Expectations about what Constitutes Communication
Expectations about what constitutes communication may affect decisions about who 
needs support with their communication. If a wider definition of communication is 
accepted, then interventions could occur for any person with a Learning Disability, 
irrespective of the severity of their Learning Disability or the severity of their 
communication difficulties (Remington 1997). The wider definition of 
communication would involved the idea that communication can be any method of 
conveying a message, including verbal and written language; signs, gestures, facial 
expression, pointing and eye movements (Remington 1997; Butterfield & Arthur 
1995). It would also the idea that communication can be intentionally or 
unintentionally conveyed (Butterfield & Arthur 1995).
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Impact of Expectations about an Individual’s Communication Abilities
Expectations and assumptions that are made about an individual’s communication 
abilities can affect the level at which communications are pitched. If over-estimates 
are made of a person’s abilities, it is likely that communications will be pitched too 
high and the person is likely to find the interaction unrewarding, as suggested by 
Bartlett & Bunning (1997) and outlined in figure 1.
Prejudiced
beliefs
More severe 
performance delay
Initial achievement 
delay
Low
expectations
Negative or 
diminished 
experiences
Opportunity
deprivation
Figure 1: Cycle o f the effects o f over-estimation o f clients’ communications skills (Bartlett 
& Bunning 1997, adapted from O ’Brien 1981).
Under-estimating PLD abilities is also likely to have a negative effect on the clients 
communication because it is likely to lead to insufficient opportunities for the person 
to communicate, which they are likely to find this unrewarding Bartlett & Bunning 
(1997), as outlined in figure 2.
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High
expectations
Unrealistic
opportunitiesNegative or diminished 
experiences
More restricted 
communication 
skills use
Learning disability and impaired 
communication skills
Philosophy of 
‘normalisation’ and belief 
of the ‘ordinary life’
Figure 2  -  Vicious Cycle o f  Underestimating Individuals with Learning Disabilities 
Communication Difficulties -  Bartlett & Bunning 1997.
If PLD’s skills are correctly estimated and the communication partner responds at the 
appropriate level, the PLD will find the communication positive and this is likely to be 
a powerful reinforcer, which encourages further communication attempts (Butterfield 
& Arthur 1995), as outlined in figure 3.
Responding at the inappropriate level or not responding to communications that are 
initiated can have implications in the short-term and the long-term. In the short term, 
individuals may attempt to repeat communications when these have proved to be 
unsuccessful. This gives the communication partner the opportunity to respond again 
and repair the unsuccessful communications (Butterfield & Arthur 1995), as outlined 
in figure 4.
38
People with Learning Disabilities Essay
1. 2.
Behaviour
i
f  PARI
V
k
rNER
 ^ J
i5. k
Satisfaction
4.
Affect
PARTNER
Understands or 
interprets intent
Responds
Figure 3 -  Successful communication (Butterfield & Arthur 1995)
1. 2.
behaviour
PARTNER 
A
►/ repeat
not
satisfied
response 
not as intended
affect
(  PARI
V 1
r
[NER >v
5 J
3.
r
not
understood
Figure 4 -  Unsuccessful communication with opportunity for repair (Butterfield & Arthur
1995).
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If, however, communication is repeatedly unsuccessful, individuals may not be 
motivated to continue to communicate and may not use the communications abilities 
they possess (Butterfield & Arthur 1995), as outlined in figure 5.
1. 2.
PARTNER PARTNER> /  Repeat
Behaviour No effect
Not
satisfied
Not understood 
or
responded to
Figure 5 -Incomplete communication cycle (Butterfield & Arthur 1995).
It is therefore important that communication attempts are responded to and that the 
communication partners learn to respond at a level that is appropriate for the client. 
This is likely to have a positive effect on client’s current communication abilities and 
their motivation to use these skills. This has implications for interventions with staff, 
who will need to learn how to assess the client’s ability level or they will need to be 
given detailed information about the person’s communication abilities and how to 
respond to them. It will also require them to be able to notice and respond to 
communications, to avoid them being ignored. This can be particularly important for 
clients who, for example, engage in challenging behaviour when other communication 
attempts are not responded to. The issue of challenging behaviour will be discussed in 
more detail in the intervention section.
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Expectations about Interviewing People with Learning Disabilities (PLD)
The interviewer’s expectations about the method of interviewing that will be 
appropriate to PLD is likely to have a major impact on the client’s ability to 
communicate during the interview and will also impact on the validity of their 
responses.
The interviewer’s behaviour; the content and form of the interview; the types of 
questions asked and the wording used have all been shown to impact on the client’s 
ability to respond and on the validity of their responses (Prosser & Bromley 1998). If 
individuals are aware of this and adapt their approach accordingly, then there is a 
greater chance that the PLD will be able to communication effectively and give 
reliable responses.
The interview needs to have a relaxed format, so that the client’s anxiety can decrease 
as much as possible. It can also help if the interviewer starts with easy questions to 
help decrease the person’s anxiety and to build their confidence (Prosser & Bromley
1998). This issue would therefore be particularly important if clients were being 
interviewed about, for example, legal matters, for example Police interviews. This is 
because the person’s level of self-confidence can affect their responses. Bull (1995), 
for example, found that respondents, who perceived themselves as incompetent and 
unable to answer questions, tended to be more open to suggestibility.
Prosser & Bromley (1998) have suggested a number of useful interviewing techniques 
that can help the person to be able to communicate effectively. The language used 
needs to be adapted to the individual’s level of understanding and in general it is 
important to avoid complex words or sentences, double negatives and colloquialisms. 
Short, simple sentences are more likely to be understood and this therefore increases 
the chance of the person responding and the chances of thes responses being reliable.
It is also more reliable to use open questions if possible, (Perlman, Ericson, Esses & 
Isaacs (1994, cited in Bull 1995). However individuals with moderate learning 
disabilities may not be able to respond to open questions (Prosser & Bromley 1998).
If closed questions need to be used, it is important to monitor answers by using, for 
example, item-reversal techniques. This involves asking the same question later, but
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in a different way, for example swapping the two choices around to assess if the client 
is just saying the last or first answer given by the interviewer (Prosser & Bromley
1998).
Either/or questions may be less susceptible to response bias (favouring the former or 
latter statement) than yes/no questions, as suggested by a study by Sigelman, Budd, 
Spaniel & Schoenrock (1981). Sigelman et al (1981) found that 43.9% of individuals 
contradicted themselves by saying yes to opposite yes/no questions, but only 13% 
contradicted themselves by picking the second options of an either/or questions. They 
also found that using pictures instead of words for yes/no questions decreased the 
number of people who contradicted themselves.
Interviewers need to avoid giving leading or suggestive questions or saying things in a 
way that suggest a particular answer is expected. It is also important not to challenge 
a person’s answers. These techniques will help to decrease the chances of 
acquiescence occurring.
To summarise, if the interviewer is aware of the potential difficulties in interviewing 
clients with Learning Disabilities and is able to adapt their style of interviewing 
accordingly, it is more likely that individuals will respond and that their responses will 
be reliable (Prosser & Bromley 1998).
Expectations about Communication Training
Expectations about the Training Methods for PLD
The type of training that is considered when working with PLD is likely to affect their 
ability to maintain and develop their communication skills. Training is likely to be 
most beneficial if it is carried out in their normal environment, whilst engaging in 
every day activities (Warren & Yoder 1997; Remington 1997). This is thought to 
counteract the problems of poor generalisation of skills (Rondal & Edwards 1997 & 
Calculator & Bedrosian 1988, cited in Bartlett & Bunning 1997). Behavioural 
reinforcement methods like prompting, shaping and positive reinforcement are also 
considered important in order to encourage the use and development of 
communication skills (Remington 1997). Any teaching also needs to take account of
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theories of normal language development (Remington 1997), and the PLD’s 
communication level.
However, even if an individual’s communication abilities will not easily develop, 
there is still the opportunity to enhance their existing communication skills. The focus 
of this work would probably on working with staff and other communication partners 
to help them to adapt their communication skills and to use augmentative methods of 
communication, like gestures, symbols or objects of reference (Remington 1997).
Exvectations about the Training Needs o f Staff
The views and expectations that services have about the need to off staff 
communication training. Staff who work with clients on a day to day basis tend to be 
young, inexperienced and untrained (Jackson 1988 & UK Social Services Inspectorate 
1988, cited in Bartlett & Bunning 1997). It is therefore likely that they will need a 
high level of training in order to be able to effectively communicate with clients with 
a wide range of communication abilities, both verbal and non-verbal and if they are to 
support PLD to use their communication skills. However, Johnston & Shook (1993, 
as cited in Bartlett & Bunning 1997) for example, found that the main training 
emphasis was on legal, regulation and ethical standards and there was a lack of in- 
service training. The organisation is therefore likely to affect the type, quantity and 
method of training that is offered. If communication training is not considered to be a 
priority, this could effect staff interactions with clients and as a consequence, the 
PLD’s use of their communication skills.
Services that offer a wide range of communication training are likely to have the most 
positive impact on PLD’s communication abilities. They types of areas that may be 
useful to cover include what communication is, in its widest sense (Remington 1997; 
Butterfield & Arthur 1995). Staff may need training on the factors that impact on a 
person’s ability to communicate, including staff members own communication style. 
Research has suggested, for example, that a facilitative communication style, as 
opposed to a directive style, can encourage PLD to initiate more conversations and 
make more spontaneous comments during conversations (Mirenda & Donnellan 1986, 
cited in McConkey, Morris & Purcell 1999).
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Staff may also need to learn to communicate at the level of the client’s abilities. This 
may require them to decrease the complexity of their language, the length of their 
sentences; to gain the client’s attention at the start of the communication exchange and 
to use augmentative methods like gestures (McConkey et al 1999). They may also 
need to learn ways of communicating with clients who are non-verbal (Calculator 
1988, cited in McLeod, Houston & Seyfort 1993), for example through signs, gestures 
or objects of depending on the individual client. These factors have all been suggested 
as having a facilitative effect on the PLD ability to communicate (McConkey et al
1999). Staff may need to learn the importance of consistent responding to a person 
when they initiate communications and the importance of positive reinforcement for 
supporting and encouraging communication (Butterfield & Arthur 1995).
Staff may need training to understand the importance of creating opportunities for 
interaction in the person’s day-to-day life and they may need guidance in how to 
create these opportunities (Butterfield & Arthur 1995). Without these opportunities, 
the person may have no need or motivation to communicate and so will be unlikely to 
use or develop their skills. There may also be opportunities for them to learn how to 
help PLD to develop their communication skills by scaffolding, which is a “process of 
demonstrating and encouraging a behaviour that slightly adds to the complexity of the 
existing skills” (Butterfield & Arthur 1995).
Expectations about what Training Methods are Most Helpful for Staff
Research has suggested that workshop methods are insufficient in helping staff to 
change their communication style. These skills need to be practised and staff need 
support in applying these skills in their work settings. The use of video’s to see and 
discuss skills, techniques and areas for improvement has been shown to be useful 
training strategy (Money 1997, cited in Hodgkinson 1998). This is often because both 
trained and untrained staff do not feel confident enough to try their skills out in their 
work setting without practice and guidance (McLeod et al 1995, cited in Bartlett & 
Bunning 1997).
Staff involved in research investigations have also reported a need to be taught 
strategies and techniques that they could use with particular individuals. They also
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reported the need to be given information on the communication abilities of their 
clients, so that they were aware of the person’s level and can try and match it, in order 
to try and avoid breakdown of communication (Hodgkinson 1998).
The organisation’s expectation about their role in supporting communication is also 
important to consider. They are responsible for structuring the environment, in which 
individuals live and staff work. They can therefore have a positive or negative impact 
on whether staff have sufficient time or support to focus on supporting communication 
and to respond to communications by clients (Remington 1997).
Training about Challenging: Behaviour 
Challenging behaviour is behaviour:
“.. .of such an intensity, frequency or duration that the physical safety of 
the person or others is likely to be placed in serious jeopardy or behaviour 
which is likely to seriously limit or delay access to and use of ordinary 
community facilities” (Emerson, Barrett & Bell et al 1987, cited in 
Thurman 1997)
Staff beliefs are likely to influence their behaviour towards individuals who display 
Challenging Behaviour (Hastings, Reed & Watts 1997). If they believe that the 
behaviour is as a result of the learning disability itself, they are likely to respond in 
line with these beliefs, for example they may restrain the person until the behaviour 
stops (Hastings et al 1997).
Challenging behaviour (CB) may occur for a wide variety of reasons, for example 
because they are suffering physical pain, mental health difficulties; due to the 
environment or due to the way the person is being managed. It can also be a way that 
a person communicates their needs, for example a need for interaction. Staff may 
need help in beginning to understand that CB can have a variety of functions and that 
it is important to discover the functions of challenging behaviour for individual 
clients. If the challenging behaviour has a communicative function, the aim would be 
to try and help the person develop more effective and more positive ways of
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expressing their needs (Thurman 1997). Alternatively the focus may be on helping 
staff to respond in different ways in order to avoid the need for the client to engage 
Challenging Behaviour.
How Might a Clinical Psychologist Work with these Issues?
The issues outlined above suggest that the expectations people have can impact on a 
PLD’s communicative abilities. A psychologist will need to be aware of these issues 
during their individual work with clients. They may also work with these issues by 
working, or supporting the work of team members and during their involvement in 
organisational work.
Individual Work with Client
The psychologist will need to be able to adapt their communication skills to a level 
that facilitates communication with clients (Butterfield & Arthur 1995; Bartlett & 
Bunning 1997). Adapting their interview style and communicating at a level that is 
appropriate for the client is likely to help the client to be able to communicate and will 
enhance the validity of their communications. Avoiding leading questions and 
checking responsed to questions, for example by the reversal method is also likely to 
enhance validity (Prosser & Bromley 1998). Augmentative systems, like the use of 
gestures, signs and pictures may also be useful methods to facilitate clients 
communication (Quigley & Paul 1987, cited in Warren & Yoder 1997).
The psychologist may also work with clients on any psychological issue that may 
have resulted from having communication difficulties and they may offer training, like 
social skills training; assertion training to help the person deal more effectively with 
situations where they will want to communicate.
As team members, Psychologists may be involved in developing guidelines for staff, 
to help them in their interactions with clients and to help maintain a consistent 
approach across staff members. Psychologists are often referred clients who are 
engaging in challenging behaviour and may carry out observations and talk to staff in
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order to assess the function of the behaviour. Guidelines may then be drawn up on 
how to deal with this behaviour. The discussions with staff when working with 
particular clients would also be an opportunity to help staff to understand the possible 
communicative function of Challenging Behaviour and other behaviours and to help 
them to see how they can work with these issues.
The Psychologist may refer clients to the Speech and Language Therapy Service to 
help with communication needs. They may also choose to engage in some joint work 
with the Speech and Language Therapy Service to support staff in their interactions 
with clients and to offer training to staff. This might include the opportunity to 
explore individual’s expectations; supply information about communication issues and 
help staff to develop skills, which they can then use in their work with clients. 
Evidence suggests that staff tend to benefit from video feedback session (Money 
1997, cited in Hodgkinson 1998) or ‘in-house’ training that focuses on working with 
particular clients and on being shown particular skills for communicating with 
particular individuals (Hodgkinson 1998). These issues would need to be taken into 
account when designing training packages.
The Psychologist, depending on their role within the service, may also be involved in 
organisational work. This may mean that they have opportunities discuss 
communications issues and to highlight the importance of organisational support for 
communication initiatives, as these can have a significant effect on the success or 
failure of these initiatives (Remington 1997).
Conclusions
The evidence discussed above suggests that an individual’s expectations can impact 
on a person’s ability to use the communication skills they already have (Butterfield & 
Arthur 1995; Bartlett & Bunning 1997; Prosser & Bromley 1998). Expectations can 
also impact on the support and interventions that are offered to adults with Learning 
Disabilities who are experiencing communication difficulties, as suggested by the 
developmental literature (Remington 1997; Warren & Yoder 1997) and the literature 
on the influence of organisations (Remington 1997). A Psychologist may be involved
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in working on these issues on a number of levels, including during work with 
individual clients; work with staff and during organisational work.
Expectations are only one factor that can influence the communication abilities of 
people with Learning Disabilities. A number of other factors will also influence their 
communication abilities, including the severity of the Learning Disability and the 
cause of the Learning Disability. However it is vital that individuals are supported in 
communicating in whatever ways are possible for them, whether this is non- 
intentional behaviours; leading staff to show what they want; using gestures or by 
using verbal language. It is therefore important that staff and carers are aware that 
there are many different ways to communicate and that they are trained to be able to 
respond to these communications appropriately.
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Aims of Essay
The aim of this essay is to critically evaluating psychological theories of child abuse 
and their contribution to clinical practice. The essay will focus on evaluating 
psychological theories of the causes of physical child abuse that occur within the 
family. This is partly due to the limitations of space, which do not permit a discussion 
of psychological theories of all forms of child abuse (physical, sexual, emotional 
abuse, as well as neglect). In addition, the area of familial physical child abuse is 
pertinent to the author’s current clinical work.
Introduction
Definition of Child Abuse
Child abuse refers to physical, sexual and emotional abuse, as well as neglect. These 
different forms of abuse have been defined in different ways. For the purposes of this 
essay the definitions will be taken from the document ‘Working Together under the 
Children Act 1989’ (Department of Health, Education and Science, the Home Office 
and Welsh Office 1991, cited in Browne 1995). Physical abuse refers to any form of 
physical injury or a failure to prevent physical injury and therefore includes violence 
toward the child, deliberate poisoning, suffocation and Munchausen’s syndrome by 
proxy (Browne 1995). Neglect refers to problems in a child’s health or development 
due to a caregiver’s failure to look after the child or to protect the child from danger. 
Sexual abuse refers to sexual exploitation of children who are dependent or are 
developmentally immature and who are therefore unable to understand what is 
happening or to consent to it, as well as behaviour that violates societal views of the 
role of family members (Browne 1995). Emotional abuse refers to actual or likely 
affects on the emotional and behavioural development of the child due to “persistent 
or severe emotional ill treatment or rejection ” (Browne 1995, p45). Browne states 
that all forms of abuse involve emotional ill treatment, but this category is normally
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used when emotional ill treatment is the main form of abuse which the child 
experiences (Browne 1995).
Incidence of Physical Child Abuse (PCA)
It is difficult to measure the actual incidence of child abuse. The data that is available 
tends to be based on known occurrences of child abuse, as recorded on child 
protection registers. The Child Protection Register in England & Wales (DoH 1999, 
cited in Corby 2000) recorded 31, 900 cases of child abuse in 1999. Of these, 6,5000 
children were on the register due to physical abuse.
Impact of PCA
PCA can have both short term and long-term negative consequences for the child. In 
the short term, there may be physical health risks from the physical abuse, including 
bruising, broken bones, head injuries and sometimes death (Browne 1988). In the 
longer term, there is evidence, for example, that children who have experienced PCA 
may experience developmental delay (Lynch & Roberts 1982, cited in Browne 1993), 
may have difficulty developing peer relationships, regulating their emotions and have 
a higher risk of developing mental health problems like depression (Cicchetti & Lynch 
1993). It is therefore vital to try and understand why physical abuse occurs, how 
those who have experience it may be helped and what may help to decrease its 
occurrence. Empirical work to try and understand the aetiology of PCA is an 
important part of this process.
Aetiology of Physical Child Abuse
The focus of this essay is on examining etiological theories of PCA, however much of 
the research has not clearly differentiated between PCA and neglect. Some theories 
explain both PCA and neglect, partly because a lot of the research does not 
differentiate between the two forms of abuse and partly because the two forms of 
abuse are thought to have the same causal mechanisms, for example Belsky’s 
ecological theory (1980,1993). However some theorists have differentiated between 
the forms of abuse and have examined PCA and neglect separately, including
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attachment theory (Crittenden & Ainsworth 1989) and the ecological / transactional 
theory (Cicchetti & Rizley 1982; Cicchetti & Lynch 1993). As the limitations of 
space do not permit a discussion of both PCA and neglect, all the theories will be 
discussed in relation to their explanation of PCA.
Unitary Models
Initial work on the aetiology of PCA focussed on looking at unitary explanations for 
its occurrence. The unitary, psychological theories of physical child abuse (PCA) 
include learning theory, cognitive theory and attachment theory. These theories have 
been largely superseded by theories that look at multiple, interacting factors that lead 
to physical child abuse. The unitary theories will therefore by discussed briefly and 
the majority of the essay will focus on these multi-factorial theories.
Learning; Theory
Learning theory suggested that abuse is the result of learning from the behaviour of 
others, for example through processes like modelling / social learning (Browne 1993; 
Corby 2000) and through processes like reinforcement of aggressive behaviour 
(Lahey, Conger, Atkeson & Treiber 1984; Burgess 1981, cited in Browne 1988). The 
parent is therefore thought to engage in physically abusive behaviour towards their 
child because they have learnt these ways of managing the child from their own 
experiences or because they have not learnt alternative ways of parenting. The focus 
of work would therefore be on understanding the antecedents and consequences for 
the abusive behaviour and on helping the person to learn how to manage their 
emotions and to develop alternative parenting techniques (Corby 2000).
Critique ofLearning Theory
There is evidence, which offers some support for learning theory, for example, studies 
have suggested that being subjected to or witnessing violence is correlated with 
aggression in children towards their peers and teachers at school (Simons et al 1990, 
cited in Browne 1995). In addition, being physically abused as a child is correlated 
with later threatening behaviour and violence towards partners (Browne 1993). This 
evidence suggests a correlation between being exposed to violence and behaving
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violently. However it does not necessarily mean that exposure to violence is causes 
later violent behaviour or that learning is involved in this.
Learning theory suggests that individuals who have experienced PCA learn this 
method of parenting and so would then go on to be violent towards their own children. 
However the prospective evidence suggests that not everyone who is abused goes on 
to abuse their children and instead the intergenerational transmission rate is 
approximately one third (Browne & Saqi 1988; Egeland, Jacobvitz & Sroufe 1988, 
cited in Egeland 1988). There is also evidence that not all physically abusive parents 
have a childhood history of PCA (Browne & Saqi 1988). In addition other factors 
have been suggested in prospective studies to influence whether people with 
childhood experiences of abuse go on to abuse their own children including a history 
of mental illness, addiction problems and lower socio-economic status (Browne &
Saqi 1988). Certain other factors have been suggested to decrease the likelihood that 
someone who has a childhood history of abuse goes on to abuse their own children. 
This includes the presence of social support during childhood from a non-abusive 
person, an ability to clearly recall the abusive incidents, a stable long term 
relationships with a supportive partner, low anxiety, depression and stress and higher 
IQ (Egeland, Jacobitz & Sroufe 1988, cited in Egeland 1988). This research therefore 
suggests that learning theory cannot be a total explanation for the occurrence of PCA 
because other factors have also been implicated. It is possible, however that learning 
may be a contributory factor in the development of PCA for some individuals.
Further research would be needed, however, to understand whether and how learning 
might contribute to the occurrence of PCA.
Cognitive Theory
Like learning theory, cognitive factors have been implicated in the aetiology of 
physical child abuse (PCA). The cognitive theory of PCA has not been suggested as a 
complete etiological theory (Trickett & Sussman 1988). However it does suggest that 
abusive parents make problematic attributions about the causes of their children’s 
behaviour (Hansen, Pallotta, Tishelman, Conaway & MacMillan 1989) or may view 
their children as having more difficult behaviour than other children (Mash, Johnston 
and Kovitz 1983; Lahey, Conger, Atkeson & Treiber 1984). Bugental, Blue & Lewis
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(1990, cited in Belksy 1993) and Bugental, Mantyla and Lewis (1989, cited in Belsky
1993) suggests that particular attributions, for example the parent viewing themselves 
as having little control and viewing the child’s behaviour as threatening, may increase 
the parent’s arousal level and increase their negative feelings. This may therefore 
increase the risk of PCA. Belsky (1993) suggests that this cognitive theory may 
account for why abusive parents have stronger physiological reactions to child 
behaviour and experienced less empathy and more irritation in comparison with non- 
abusive parents, as shown by the research of, for example, Frodi and Lamb (1980, 
cited in Belsky 1993).
Critique o f Cognitive Theory
There is some evidence to support the idea that the attributions parents make may 
increase their physiological arousal and their irritation with their children, which could 
increase the risk of PCA, as outlined above. However, the research is mainly cross- 
sectional in nature and so it is difficult to know whether the cognitive style of parents 
is causal in PCA. It is possible, for example, that many other parents have similar 
negative attributions about their children and high arousal levels, but do not physically 
abuse them. This possibility would need to be investigated, for example, through 
prospective studies. This would help to clarify whether these cognitions and the 
increased arousal pre-dated the actual abuse, whether they were merely correlated 
with it or whether they are a consequence of being in contact with professional 
services due to concerns about the PCA (Browne 1993). Obviously even if cognitive 
factors were implicated in the aetiology of PCA, it would also be important to 
consider how they interact with other factors like socio-economic status, level of 
social support and so on.
Interactional Models
Attachment theory
Crittenden and Ainsworth (1989) examined child maltreatment in relation to 
attachment theory. Attachment theory is based on the work of Bowlby (1969, cited in 
Crittenden & Ainsworth 1989). It suggests that in that in order to survive, babies have 
a biological need to form an attachment or reciprocal relationship with their primary
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caregiver, where the caregiver is responsive to their needs. If the parent is responsive 
to the child, for example coming when the child cries, seeing to the child’s needs and 
giving comfort and reassurance, the child will develop a secure attachment to the 
caregiver. If, however, the caregiver is not responsive, is inconsistent or abusive in 
their responses to the child, an insecure attachment will develop (Bowlby 1969, cited 
in Crittenden & Ainsworth 1989). These early experiences lead to the development of 
internal, representational models of the caregiver and the self. With a securely 
attached child, they are thought to develop a representational model of the caregiver as 
responsive, consistent and accessible and a representational model of themselves as 
being competent in gaining responses from the caregiver and of being worthy of this 
(Crittenden & Ainsworth 1989). However if the child has experiences of the mother 
being physically abusive the child is thought to develop a different representational 
model of the caregiver and the self. They may for example develop a model of the 
caregiver as inaccessible, unresponsive and negative and a model of themselves as 
ineffective in obtaining love and unworthy of that love (Corby 2000). However if the 
caregiver is inconsistent, sometimes being supportive and responsive and other times 
being unsupportive and aggressive, the child may develop two representational 
models of the caregiver, one of them being caring and responsive and another of them 
being inconsistent and negative (Crittenden & Ainsworth 1989; Corby 2000). In 
addition the child may form two representational models of themselves, one of them 
being effective at obtaining love and worthy of this and another of themselves being 
ineffective in obtaining this love and support and of being unworthy of it (Crittenden 
& Ainsworth 1989; Corby 1989). These representational models are seen to affect the 
person’s beliefs about others and therefore their behaviour towards them, which can 
affect their ability to form relationships with peers, partners and their own children 
(Corby 2000; Crittenden & Ainsworth 1989). Crittenden and Ainsworth (1989) 
suggested that these poor attachments are both a cause and a consequence of child 
abuse, including PCA. According to this theory, children who experience physical 
abuse as a child will develop representational models of the caregiver as abusive and 
they may therefore be abusive towards their own child (Belsky 1993). As a 
consequence their child will also develop an insecure attachment and a model of the 
caregiver as abusive. The intergenerational transmission of physical abuse will 
therefore continue.
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Critique o f Attachment Theory
Attachment theory suggests that abusive behaviour is transmitted across the 
generations due difficult attachment relationships and the impact of representational 
models on subsequent relationships. There is some support for the idea of 
intergenerational transmission from retrospective research. Oliver & Buchanan (1979, 
cited in Roberts 1988) and Steele & Pollack (1968, cited in Roberts 1988), for 
example, found that the majority of people who abused their children had experienced 
abuse in their childhood. However this does not mean that the majority of people who 
experience abuse will go on to abuse their children. Prospective studies have 
suggested that approximately one third of people who have been abused go on to 
abuse their children (Browne & Saqi 1988; Egeland et al 1988, cited in Egeland 
1988). These studies also found that a number of individuals who did not have 
abusive experiences in childhood abused their own children, although the risk of this 
was lower than for those who had been abused. In addition, prospective studies have 
suggested that not all people who are abused develop insecure attachments 
(Schneider-Rosen & Cicchetti 1984, cited in Lewis 1988). This may be because they 
have other factors which help to maintain their resilience and impact on their 
representational models of caregivers e.g. by having a relationship as a child where 
they are supported and do not experience abuse (Lewis 1988).
The evidence suggests that attachment issues may contribute to the development of 
PCA in some individuals, but it does not explain everyone’s experience. It would also 
not explain how the first generation began to behave in an abusive way. It could 
therefore be seen not as an explanation of PCA but as an explanation about how PCA 
can be transmitted across the generations. Additional research would be needed to 
clarify this issue. It would also be important to consider how attachment issues could 
interact with other factors that have been implicated in the aetiology of PCA, 
including factors like socio-economic status, low levels of social support, negative 
attributions about the child and so on (Browne and Saqi 1988).
The theories outlined above attempted to explain the aetiology of physical child abuse 
(PCA) in relation to one key factor. However the evidence to support these theories is 
inconsistent. This led some theorists to suggest that there are multiple, interacting
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factors which contributed to the development of PCA. Two of the major theories, 
which considered the aetiology of PCA from this perspective are the ecological theory 
and the ecological / transactional theory.
Multiple Interactional Models
Ecological Theory
Belsky (1980, 1993) examined the research on PCA and neglect and, on the basis of 
this evidence, suggested a theory to explain why PCA and neglect occcur. He 
examined the two forms of abuse together, partly because they often co-occur and 
partly because the majority of the research evidence does not distinguish between 
them (Belsky 1993). For the purposes of this essay, his theory will be discussed only 
in relation to PCA. From his review of the literature, Belsky (1980, 1993) suggested 
that there is not one main factor, nor are there any necessary or sufficient conditions 
under which PCA occurs. Instead a whole range of factors can have partial 
involvement in the development of PCA. These factors form risk factors and 
stressors, whose influence is moderated by the various supports and protective factors. 
When stressors outweigh the supports and / or the risk factors outweigh the protective 
factors the possibility of child abuse increases (Belsky 1993).
Belsky (1980, 1993) identified a variety of potential risk factors at different levels of 
the ecology. At the developmental (ontogenic) level, parental and child factors were 
seen as potential risk factors. The parental risk factors included a childhood history of 
abuse, which was seen to influence the person’s behaviour towards their child due to 
attachment difficulties (Crittenden & Ainsworth 1989) and through processes like 
modelling and reinforcement, as suggested by Learning Theory. Parental attributions 
about the child’s behaviour were seen to influence their behaviour towards the child, 
as suggested by cognitive theory. In addition mental health difficulties like depression 
and anxiety, as well as addiction problems have been found to correlate with child 
abuse and Belsky therefore suggested that they might be part of the interacting process 
that is causal in PCA. Belsky suggested certain child characteristics as risk factors for 
PCA including younger children, children with difficult behaviour and children with 
health problems, for example due to being premature and low birth weight babies.
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At the microsystem level, immediate contextual factors were seen to be a risk for the 
development of PCA, including poverty, unemployment, poor housing and a lack of 
social support. These factors have frequently been found to correlate with PCA and 
Belsky (1993) suggested that these factors might have a role in causing PCA because 
they produce significant stress for individuals.
At the macrosystem level, cultural risk factors include Society condoning violence and 
the use of physical force to control children are seen to encourage PCA (Belsky 1993). 
Belsky (1993) also suggested that evolutionary forces could impact on the occurrence 
of PCA. He suggested that human beings are driven by evolutionary forces to try and 
ensure that their genes are passed on and so at times the parents interests will be in 
conflict with the interests of the child. For example at times of poverty there may not 
be sufficient resources for all, and so Belsky suggests that PCA and neglect may 
occur. Belsky (1993) suggested that the evidence of a correlation between poverty 
and PCA supported this idea. The theory also suggested that stepparents have less 
interest in maintaining the life of stepchildren because they are not biologically related 
to them.
Critique ofEcological Theory
Evidence about the Involvement o f Parental Factors in the Aetiology o f PCA
There is some evidence that learning experiences, cognitive attributions and 
attachment theory could, in some individuals contribute to the occurrence of PCA. 
However much of the research on cognitive and learning theory is retrospective and so 
no assumptions can be made about cause without further research. The evidence about 
attachment theory suggests that in some cases it may be influential but there are also 
other factors that interact with it and moderate it’s influence (Egeland et al 1988; 
Schneider-Rosen & Cicchetti 1984, cited in Lewis 1988). There is some evidence 
from retrospective studies that factors like impulse control, low self-esteem 
(Friederich & Wheeler 1982, cited in Belsky 1993), depression (Zuaravin 1989, cited 
in Belsky 1993) and anxiety (Aragona 1983, cited in Belsky 1983) are correlated with 
PCA. These factors have also been found to contribute to PCA in a prospective study 
of mothers (Kotch et al 1999). However additional prospective studies would be
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needed to see if this finding is replicated. The role of fathers would also need to be 
examined, as much of the research has focussed on female caregivers.
Evidence in Relation to Child Factors
Evidence about childhood characteristics contributing to the development of PCA is 
outlined below. Creighton (1985, cited in Creighton 1988) found that the incidence of 
PCA was much higher in younger children, especially those under five years old and 
this suggested that something about the child’s age might be impacting on the 
occurrence of PCA. Belsky (1993) suggested that it might be because the child is 
more dependent on the parent at that age and spends much more time with them. In 
addition children at that age have more difficulty regulating their emotions and so 
there may be more conflict between the parent and child. Obviously Belsky’s model 
is based on the view that different factors interact and cause PCA. The child’s age 
would therefore not be seen as a single causal factor, however it could be seen as an 
additional stressor, which increases the risk of PCA. Support for the idea that poor 
health in a child can contribute to PCA receives some support from retrospective 
evidence that there are a higher proportion of premature, low birth weight children in 
the PCA samples in comparison with the non-abused samples (Klein & Stem 1971; 
Lynch & Roberts 1982, both cited in Belsky 1993). This has also been found in a 
prospective study (Hunter, Kilstrom, Kraybill & Loda 1978, cited in Belsky 1993). 
However Corey, Miller & Widlak (1975, cited in Belsky 1993) did not find this 
relationship in their prospective study. The inconsistency of evidence is similar when 
looking at child behaviour. Some studies have suggested that children show more 
difficult and disruptive behaviour in comparison with non-PCA children (Wolfe 
1985). However other observational studies have not found any difference between 
PCA and non-PCA children, instead they found that what differed was the abusive 
parent’s perception of their child’s behaviour (Mash et al 1983; Layhey et al 1984). 
However Belsky (1993) suggested that because PCA are caused by a variety of 
interacting factors and because different factors may be important in particular 
families, the evidence will therefore appear inconsistent. For Belsky (1993) 
inconsistent evidence is therefore seen as support for his theory (see comments in 
general critique sections in relation to this issue).
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Evidence about the Influence o f the Context on the Aetiology o f PCA
Belsky (1993) suggested that factors like low socio-economic status, unemployment, 
poor housing and a lack of social support can contribute to the development of PCA. 
Obviously many people raise children in these circumstances and do not show 
physical violence towards their children. However Belsky (1993) explained this idea 
by suggesting that low SES interacts with other factors to lead to PCA. Pelton (1978) 
reviewed the evidence of the involvement of low SES in PCA and found that PCA 
does occur across all levels of SES, but there is a greater proportion of people with a 
lower SES in the abusive group. However this evidence would not necessarily 
support Belsky’s (1980, 1993) theory because the research suggests a correlation 
between low SES and PCA and a causal relationship can therefore not be ascertained 
from this research. In addition Kotch et al (1999) did not find a link between low SES 
and PCA in their prospective study and the research does not support this aspect of 
Belsky’s model, although this is obviously only one small-scale study promising.
Belsky (1993) suggested that the level of social support might be a contributory factor 
in the aetiology of PCA. This idea has been supported Kotch et al’s (1999) 
prospective study. Obviously this is only a small-scale study and further replication 
would be necessary to clearly say whether the level of social support moderates the 
influence of other risk factors, but the evidence is promising.
Evidence about the influence evolutionary factors on the aetiology o f PCA
Obviously it is difficulty to prove or disprove evolutionary theory. The theory could 
be one way to think about why, when resources are scarce the parent may save 
resources for themselves and therefore neglect their children, in order to survive and 
continue to pass on genetic material. It is more difficult to see how physical violence 
towards children would help with the difficulty of limited resources and so the theory 
seems particularly weak as a contributory factor in explaining the aetiology of PCA. 
Also the evidence used to support evolutionary theory, for example, the idea that 
being part of a step-family, experiencing poverty, unemployment can increase the risk 
of PCA could equally be explained in terms of the impact of stress which then 
increases the risk of PCA.
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General Critique o f Belsky’s theory o f the aetiology o f PCA
Belsky (1980, 1993) does attempt to look at multiple factors that may be causal in 
PCA and is therefore building on the research evidence suggesting that no single 
factor is causal in PCA. His model is based on the empirical research that is available 
and so has some evidence to support it. However many of the studies are 
retrospective, small scale (Cicchetti & Rizley 1981) and the participants do not often 
include fathers. The results of these studies therefore need to be interpreted with 
caution and no causal relationship can be discerned from the retrospective data. 
However there have been a few prospective studies, as outlined above (Kotch et al 
1999; Egeland et al 1988, cited in Egeland 1988; Browne & Saqi 1988). Obviously 
these give better indications about the aetiology of PCA, but these were also small- 
scale studies and so replication of this work would be necessary.
The model is based on existing data but this does not mean that the model is correct.
It would be necessary to test the model in more detail and it would be important to 
consider whether different interactions are evident. It would also be important to 
examine PCA and neglect separately because they can occur separately (Browne
1993). It would be important to test empirically whether they have the same or 
different aetiology (Cicchetti & Lynch 1993).
One of the concerns about this models is that it appears rather over- inclusive, for 
example, Belsky (1993) suggests that even when correlational studies find no real 
relationship between a factor and PCA, this does not mean that there is no 
relationship. He suggests that the fact that multiple, interacting factors cause PCA 
means that some factors could be hidden by these attempts to look at linear 
relationships. The danger with this argument is that everything seems to be 
explainable within the theory, for example both strong correlations and no 
correlations. It can therefore be extremely difficult to validate such a theory and the 
theory can therefore appear less credible.
Belsky (1993) suggested that a balance of risk and protective factors would determine 
whether PCA and neglect occurs. Intuitively this part of the theory does make sense, 
but Belsky (1993) does not discuss what constitutes a protective factor and does not
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cite evidence which looks at protective factors and how they interact and moderate the 
effects of the risk factors. It would also be important to try and identify the critical 
factors that interact and lead to PCA (Crittenden & Ainsworth 1989) in order to 
inform intervention plans. Evidence is beginning to emerge from the literature 
suggesting how certain factors can moderate the affect of risk factors. Kotch et al 
(1999), for example, in their prospective study found that social support moderated the 
impact of other risk factors. High levels of social support were found to moderate the 
influence of factors like parental depression and anxiety and therefore decreased the 
risk of PCA. Low levels of social support did not moderate the impact of depression 
and anxiety and so the presence of these factors increased the risk of parental PCA. It 
would be important to continue researching the method of interaction of risk and 
protective factors in order to understand further the aetiology of PCA and to suggest 
the most useful areas of intervention in order to treat and prevent PCA. The work of 
Cicchetti & Lynch (1993) has built on the work of Belsky 1980 and has attempted to 
look at the processes that lead to PCA.
Ecological /  Transactional Theory
Cicchetti & Lynch (1993) built on the work of Belsky 1980 and Cicchetti & Rizley 
(1981) by developing the ideas about the impact of different factors (ontogenic, 
microsystem, macrosystem) on the occurrence of physical child abuse (PCA)
(Cicchetti and Lynch 1993). They did not include the evolutionary ideas suggested by 
Belsky 1993 and have also focussed specifically on PCA. Their theory attempted to 
look in more detail at the processes that lead to PCA. They suggested that at each 
level of the ecology there are both transient and enduring potentiating (risk) factors 
and transient and enduring compensatory (protective) factors. These factors interact at 
each level of the ecological system and it is when potentiating factors outweigh 
compensatory factors that physical child abuse will occur (Cicchetti & Rizley 1981).
In addition, Cicchetti & Lynch (1993) suggested that the balance of risk and protective 
factors also explained why some children show resilience and do not experience as 
negative outcomes as other children who have experienced PCA. Cicchetti & Rizley 
(1981) suggested a number of possible enduring compensatory factors including high 
intelligence, good coping and problem solving skills, good social and interpersonal
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skills. They also suggested some possible transient compensatory factors including 
good social support, good job and substantial savings.
Critique o f Ecological /  Transactional Theory
Obviously the model builds on the work of Belsky (1980) and so the critique of 
Belsky’s model is relevant to this theory as well. This theory has the advantage of 
attempting to address possible compensatory or protective factors that could moderate 
the influence of risk factors on PCA, which were not addressed by Belsky. The theory 
also focuses on one form of child abuse (PCA) and this will be important in clarifying 
whether there are differences in the aetiology of PCA. However, as yet there is very 
little empirical evidence that has examined whether there are interactions between risk 
and protective factors and how these could influence the aetiology of PCA. It is 
therefore difficult at this stage to say whether the research evidence supports the 
theory. Some evidence is beginning to emerge, for example Kotch et al’s (1999) 
prospective study did suggest that social support could moderate the influence of 
factors like depression and anxiety and may therefore decrease the risk of PCA 
occurring. Further prospective studies would be necessary to validate this and to 
investigate other relationships between risk and protective factors.
Contribution of this Theoretical Knowledge to Practice
Investigations into psychological theories of the causes of interfamilial, physical child 
abuse (PCA) have suggested that there is no single, linear explanation for its 
occurrence. Instead more recent theories suggest that the aetiology of PCA is a 
complex process, which may involve interactions between a whole range of factors 
including factors about the parent, the child, the context and the society and culture 
(Belsky 1993; Cicchetti & Lynch 1993). It also suggests that the causes of PCA may 
vary within different families. Obviously additional research is required in order to 
validate these theories further and in order to gain further knowledge about the 
interactions and processes that lead to PCA.
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Assuming that these theories do have some validity in understanding the aetiology of 
PCA, they would have implications for clinical practice. Firstly they would suggest 
the need for a careful assessment of each individual case where PCA has been 
identified in order to ascertain the risk and protective factors for each particular family 
and in order to understand how these different factors interact. Obviously a thorough 
initial assessment is vital in any psychological intervention, but the research highlights 
the need for this because the causes of PCA are likely to vary significantly across 
different families and at different times.
The evidence also suggests that interventions, which focus on one aspect of the 
system, for example parental cognitions, parenting skills or attachment issue, may be 
less effective than strategies that focus on a number of different risk factors. It would 
also suggest that interventions that attempt to increase the protective factors and 
decrease the risk factors might be the most helpful.
Often for psychologists, they are involved in supporting and working with families 
after PCA has occurred. Obviously it is important to provide families with this help. 
However the theory also suggests that interventions at other levels would be important 
and may also help to reduce the likelihood that PCA will occur instead of just treating 
it and working to prevent it’s reoccurrence. The multiple, interactional theories 
suggested, for example, that work within society to change views about punishment 
and physical means to control children may be helpful in decreasing child abuse. 
Structural changes, for example, legal changes that give children rights and set out 
what is not acceptable behaviour may also be helpful in decreasing the incidence of 
PCA. It is possible that laws like the Children’s Act (1989, cited in Browne 1993) and 
the Human Rights Act, which is likely to come into force soon, could represent ways 
to support changes within society and this could help to decrease the occurrence of 
PCA. Working to decrease poverty, unemployment and social isolation may be 
especially important areas of intervention in trying to stop the occurrence of physical 
child abuse. Obviously in addition to considering the psychological theories about 
PCA, it would also be important to consider the efficacy of different forms of 
interventions, when considering the best ways to intervene to support children and 
families where PCA has occurred and to work on trying to prevent it’s occurrence.
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However this is beyond the remit of this essay. It could also help to consider whether 
the evidence from practice supports the theories, which suggest that multiple, 
interacting factors are implicated in the aetiology of physical child abuse that occurs 
within the family.
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How does Cognitive Analytic Therapy Understand and Treat Borderline 
Personality Disorder, a Comparison with Cognitive Therapy.
Year 2.
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Introduction
The aim of this essay is to describe and compare how two forms of cognitive therapy 
and cognitive analytic therapy understand and treat borderline personality disorder 
(BPD).
Definition of Borderline Personality Disorder
A personality disorder or disorder of the self occurs when the natural growth of the 
personality is inhibited at an early age (Greenberg 1998) and as a result “ enduring 
patterns of perceiving, relating to and thinking about the environment and oneself” 
occur (DSMIV, APA 1994, p.630). These patterns are inflexible, maladaptive and 
cause significant distress and impairment in the person’s life (DSM IV, APA 1994). 
These factors are evident by early adulthood and represent the individuals’ long-term 
pattern of functioning. They are distinguished from characteristics that occur due to 
specific stressful situations; mental health problems; the psychological effects of 
substance misuse and general medical conditions like a head injury (DSM IV, APA 
1994).
The term borderline personality disorder (BPD) originally comes from the 
psychoanalytic literature, where it was used to describe people who seemed to have 
features of both “neurotic” and “psychotic” disorders and so were seen to be on the 
border between psychosis and neurosis (Beck, Freeman & Associates 1990). It is 
currently sometimes used inaccurately to describe people who are manipulative or 
difficult to treat. The DSM IV (APA 1994) outlines a number of diagnostic criteria 
for BPD (Table 1) and defines BPD as:
“a pervasive pattern of instability of interpersonal relationships, self- 
image and affects, and a marked impulsivity that begins by early 
adulthood and is present in a variety of contexts.” (APA 1994).
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Diagnosing BPD can be problematic because individuals who meet diagnostic criteria 
for BPD may also meet criteria for another personality disorder, particularly in the 
cluster B group, which includes histrionic, narcissistic and antisocial personality 
disorders as well as BPD (Layden, Newman, Freeman & Morse 1993). This suggests 
that the different personalities are not discrete entities and any diagnosis should 
therefore be interpreted with caution. In addition, being given a diagnosis of BPD can 
be problematic for the individual because it can cause difficulties in people gaining 
access to treatment (Morrison 2000). At present there is no acceptable alternative 
method of diagnosis or a recognised alternative term. The term will therefore be used 
throughout this essay and will be taken to mean those who meet DSM IV criteria 
(APA 1994).
Table 1 -D S M  IV  Criteria for Borderline Personality Disorder.
DSM IV Criteria for Borderline Personality Disorder. The person must meet at least five of the 
following nine criteria to receive this diagnosis
1) Frantic efforts to avoid real or imagined abandonment. Note: Do not include suicidal or self- 
mutilating behaviour covered in Criterion 5.
2) A pattern of unstable and intense interpersonal relationships characterised by alternating between 
extremes o f idealisation and devaluation.
3) Identity disturbance: markedly and persistently unstable self-image or sense o f self.
4) Impulsivity in at least two areas that are potentially self-damaging (e.g. spending, sex, substance 
abuse, reckless driving, binge eating). Note: do not include suicidal or self-mutilating behaviour 
covered in Criterion 5.
5) Recurrent suicidal behaviour, gestures or threats, or self-mutilating behaviour.
6) Affective instability due to a marked reactivity o f mood (e.g. intense episodic dysphoria, irritability or 
anxiety, usually lasting a few hours and only rarely more than a few days).
7) Chronic feelings o f emptiness.
8) Inappropriate, intense anger or difficulty controlling anger (e.g. frequent displays o f temper, constant 
anger, recurrent physical fights).
9) Transient, stress-related paranoid ideation or severe dissociative symptoms.
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Cognitive Treatment Approaches for Borderline Personality 
Disorder
Cognitive Theory (Beck, Freeman & Associates (1990)
Cognitive therapy was first developed by Beck as a treatment for depression (Beck 
1964, 1967, cited in J. Beck 1995). The theory is based on an information-processing 
model. It suggests that as children develop, they try to make sense of the world and 
themselves (J. Beck 1995). In order to do this they develop cognitive structures called 
schemas, which helps them manage the vast amount of information they are 
constantly getting from their environment. These schemas or core beliefs then guide 
what information is focussed on or ignored and some of these core beliefs and 
assumptions can be unhelpful, rigidly held and resistant to change (Beck et al 1967; 
Fennell 1989). Once these unhelpful schema have been formed, they can be activated 
by events that mesh with them (Fennell 1989). This results in an upsurge in negative 
automatic thoughts, which then affect the person’s emotions, behaviour and 
information processing, for example guiding what information is focussed on or 
ignored, which reinforces the schema (J Beck 1995; Fennell 1989). Cognitive therapy 
therefore aims to help the person become aware of and challenge their negative 
automatic thoughts and their underlying beliefs and assumptions in order to decrease 
their symptoms of depression (Beck et al 1967, cited in Fennell 1989).
This treatment has been found to be effective for many Axis I disorders, but did not 
seem to be effective in treating personality disorders (Beck, Freeman & Associates 
1990). A number of cognitive models have been developed to work with clients with 
personality disorders. This includes Beck, Freeman and Associates (1990) Cognitive 
Therapy, Young’s (1994) schema-focussed therapy, Layden, Newman, Freeman & 
Morse (1993) adaptation of Young’s schema focussed therapy and Linehan’s (1993) 
dialectic behaviour therapy. Due to limitations of space, it will not be possible to 
consider all these therapies in depth. The author has therefore chosen to focus on two 
models, those of Beck et al (1990) and Young (1990,1994). These models will then 
be compared with Cognitive Analytic Therapy, developed by Ryle (1990).
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Cognitive Therapy (Beck, Freeman and Associates 1990)
Beck et a l’s (1990) Theory o f Borderline Personality Disorder (BPD)
Beck et al’s (1990) cognitive theory of BPD has many similarities to the model 
originally developed for depression (J. Beck 1995), as it considers the role of 
underlying assumptions and information processing biases on the person’s emotions 
and behaviour.
Beck et al’s (1990) theory of BPD suggests that early experiences lead the person to 
develop three key basic assumptions or core beliefs:
“I am powerless and vulnerable”
“The world is dangerous and malevolent”
“ I am inherently unacceptable”
These core beliefs influence how the person perceives and interprets events in the 
world, and influences their emotional responses and behaviour. If a person believes 
that the world is dangerous and malevolent they will be constantly vigilant for signs of 
danger and are likely to experience anxiety (Beck et al 1990). Being vigilant for signs 
of danger will increase the likelihood that potential or apparent dangers will be seen, 
which will reinforce their core belief (Beck et al 1990). Beliefs about inherent 
unacceptability may lead to the avoidance of intimacy, for fear rejection and 
abandonment (Beck et al 1990). Beliefs about being vulnerable and powerless 
together with beliefs about the world being dangerous may make the person think that 
they cannot cope by themselves and they need to depend on others. Having all three 
core beliefs may make the person vacillate between being dependent on others, 
because they do not feel they can cope and wanting autonomy, due to their fears of 
being rejected for their inherent unacceptability (Beck et al 1990).
Beck et al (1990) suggests that people with BPD can show a whole range of cognitive 
distortions or thinking errors, but they particularly show dichotomous thinking. This 
involves seeing everything in terms of mutually exclusive categories, not in terms of a 
continuum (Beck et al 1990). Beck et al (1990) suggest that the dichotomous thinking 
could explain why the person with BPD often shows sudden and dramatic shifts in
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mood and behaviour. They may, for example, view someone as completely 
trustworthy and then if they do something that does not fit with this definition, they 
may then view them as completely untrustworthy (Beck et al 1990). This will 
dramatically affect how they interact with and relate to this person.
Beck et al’s (1990) suggest that individuals with BPD also have a “weak or unstable 
sense of identity” (Beck et al 1990, p i 85), which affects their ability to decide goals 
and priorities and to work towards long term goals. This leads to lack of effectiveness 
in achieving them and lower self-efficacy, which then leads to lower motivation and 
decreased persistence with goals.
These three key factors, the person’s core beliefs, dichotomous thinking and weak 
identity are seen to interact with and impact on each other. Together they reinforce 
the core beliefs and make them more difficult to change. They also affect the person’s 
behaviour and emotional responses to situations, for example sudden and extreme 
emotional reactions and extreme changes in behaviour (Beck et al 1990).
Beck et a l’s (1990) Therapy for BPD
Beck et al (1990) suggest that developing a therapeutic relationship can be much more 
difficult when working with BPD clients and they describe in detail the difficulties 
that the therapist may encounter. Clients with BPD may, for example, have 
difficulties trusting the therapist and they may, at times, show hostility and anger 
towards them. Beck et al (1990) have recognised that transference (the client 
responding to the therapist on the basis of past experiences of relationships) and 
counter-transference issues (the feelings evoked in the therapist while working with 
the client) are important considerations when working with clients who have 
personality disorder. The therapist needs to be vigilant for transference and counter­
transference issues and needs to explore with the client their meaning.
Beck et al (1990) discuss the areas of intervention that are particularly important when 
working with this client group. Clients with BPD generally come to therapy with a 
complex range of problems and Beck et al (1990) suggest it can be helpful to initially 
focus on simple behavioural tasks. This is likely to be less threatening for the client
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and can help them to see some signs of progress early on in therapy. Beck et al (1990) 
highlight the importance of dealing with the dichotomous thinking early on in the 
therapy as this is thought to lead to a reduction in symptoms. The person is helped to 
become aware of their dichotomous thinking and behavioural experiments within the 
session are used to help the person see that things can be classified on a continuum. 
Focussing on the dichotomous thinking early is therapy is suggested because it should 
make it easier to address other issues. The therapy then focuses on helping the person 
to improve their sense of control over their emotions and impulses, to establish a 
clearer sense of identity and change their maladaptive beliefs and assumptions, using 
traditional cognitive therapy techniques (Beck et al 1990; Fossell & Wright 1999).
Schema-Focussed Therapy (Young 1994)
Schema-focussed therapy (SFT) is an adaptation of Beck’s (1967, cited in Young 
1990) cognitive therapy, which integrates aspects of gestalt, behavioural, object 
relations and psychoanalytic theory in the treatment (Young 1990). SFT was 
developed on the basis of clinical practice and is designed to be a useful clinical tool.
It is not a fully developed theory, which has been empirically tested. Young 
developed schema-focussed cognitive therapy because, like Beck et al (1990), he felt 
that traditional cognitive therapy was not easily applied to individuals with Personality 
Disorder (Young 1994). He suggested that traditional cognitive therapy requires the 
person to have access to their feelings and thoughts with little training and to be able 
to engage in a collaborative therapeutic relationship within a few sessions (Young
1994). The therapist and client have to identify a clear focus for the therapy and the 
client to carry out homework tasks (Young 1994). Young (1994) suggests that these 
requirements make it difficult to apply this model to clients with personality disorders 
because they are often out of touch with or block their feelings and tend to have 
persistent, rigid and inflexible beliefs and behaviour patterns. They tend to have 
difficulty engaging in a collaborative relationship, because, for example, they may be 
untrusting of the therapist or may be hostile if the therapist does not meet their needs 
(Young 1994).
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Schema-focussed theory ofBPD
Young (1994) therefore extended Beck et al’s (1979, cited in Young 1994) theory, to 
include four constructs:
1. Early maladaptive schemas
2. Schema maintenance
3. Schema avoidance
4. Schema compensation
Young described early maladaptive schemas (EMS) as schemas (core beliefs) that 
were formed early in childhood and then elaborated throughout a person’s life. They 
affect how information is processed and influence the person’s core self-concept 
(Young 1994). These EMS tend to be stable, enduring and resistant to challenging, 
particularly because they are seen as “comfortable and familiar” and are viewed as 
truths (Young 1994). EMS are strengthened and maintained by three processes, 
schema maintenance, schema avoidance and schema compensation (Young 1994). 
Schema maintenance is “the process by which EMS are reinforced” (Young 1994, 
p i5). This can include cognitive distortions, like selective abstraction, and self- 
defeating behaviours, which reinforces the schema and prevents opportunities for it to 
be challenged (Young 1994; Ratto & Capitano 1999). Schema avoidance occurs 
because when the EMS is triggered it tends to cause strong emotional reactions in the 
person, for example intense anger, anxiety, sadness or guilt. They therefore attempt to 
avoid these emotions, by avoiding situations that trigger the EMS, blocking thoughts 
and images that trigger the EMS and blocking the feelings that are evoked by the 
EMS, for example by dissociating, self-harming or by somatising (Young 1994, Ratto 
& Capitano 1999). Schema compensation is a process where the person tries to over­
compensate for their EMS (Young 1994). However these attempts tend to be 
unhelpful. A person, may, for example have an EMS about not getting their needs 
met as a child. As an adult they may compensate for this by, for example putting all 
their effort into trying to get their needs met now. However these attempts may 
alienate people and lead them to back off, which then confirms their belief that they 
can not get their needs met.
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Young’s (1994) ideas relate to all personality disorders and he differentiates them only 
in terms of the types of schemas they might hold. He suggested, for example, that 
borderline personality disorder (BPD) clients might have particular types of schema 
(Young 1987, cited in Beck et al 1990), some of which are outlined in Table 2.
Table 2: Early Maladaptive Schemas that often are present for clients with Borderline 
Personality Disorder (Young 1987, cited in Beck et al 1990)
Early Maladaptive 
Schemas
Description of Schema *
Abandonment / 
Instability
Expectation that others will not be able to provide emotional 
support, protection etc because they are unpredictable or 
emotionally unstable. Also expect that will soon loose 
anyone that they form an attachment with.
Dependence Belief that are not capable of handling day to day things 
independently. Therefore may rely on others excessively.
Subjugation / Lack of 
individuation
Where person believes their own feelings, opinions and 
desires are not as important or valid as those of others. They 
may therefore comply with others wishes and suppress and 
sacrifice their own needs and wishes in an excessive way. 
Often this is seen to involve the person suppressing their 
anger towards those they perceive are in control.
Mistrust /Abuse Belief that others will intentionally take advantage of the 
person. Expect that others will hurt, abuse, humiliate, 
manipulate cheat, lie or take advantage.
Inadequate self- 
discipline
This refers to not being able to control own impulses or 
feelings and inability to cope with frustrations in reaching 
their goals.
Emotional Deprivation Where expect that others will not meet their emotional 
needs, such as nurturance, empathy, affection, protection.
* Schema descriptions are based on those described in Young 1994
Schema-Focussed Therapy for BPD
The initial focus of therapy is to familiarise the client with the traditional cognitive 
model and to talk about early maladaptive schemas (EMS). The therapy aims to begin 
activating schema, in order to help the client begin to be aware of and examine them. 
Young (1994) suggests a range of techniques for triggering EMS, including the use of
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imagery, looking at and exploring the meaning of current distressing events and early 
childhood experiences (Young 1994; Ratto & Capitano 1999). The therapeutic 
relationship can activate these EMS and possible transference issues therefore need to 
be noticed and explored (Young 1994). Young (1994) highlights the importance of 
confronting schema avoidance by, for example, discussing with the client the 
situations and themes that lead to avoidance. The client is helped to develop self-care 
skill, for example engaging in enjoyable activities, learning relaxation, writing a 
journal, as this is thought to help when they begin to challenge EMS (Ratto &
Capitano 1999).
During the next phase of therapy, the therapist works on conceptualising the client’s 
difficulties. This includes describing their EMS, their origins in childhood 
experiences and describing how these are connected with current problems (Ratto & 
Capitano 1999; Young 1994). These ideas are shared with the client and are fine 
tuned with the client’s help (Young 1994). The client is then asked to monitor, at 
home, when certain schemas are being activated.
The therapy then begins to discuss past experiences in more detail in order to consider 
whether the EMS are correct or may need adapting (Ratto & Capitano 1999). The 
theory suggests that once the foundation of the EMS begins to be shaken, it is much 
easier to use general cognitive challenge techniques, like gathering evidence for and 
against a belief and developing possible alternative beliefs (Young 1994; Ratto & 
Capitano 1999). In addition Young (1994) suggests emotive techniques, which are 
based on gestalt therapy ideas, to help the person test their beliefs. Imaginary 
dialogues, for example with parents in the past, may be helpful in allowing the person 
to deal with unfinished issues from the past and consider possible alternative 
explanations, thereby allowing the EMS to be challenged (Young 1994). The 
therapeutic relationship can also be useful in helping to challenge EMS (Young 1994). 
If, for example, the person believes that others are unpredictable or untrustworthy, the 
experience of the therapist being consistent, predictable, keeping clear boundaries and 
being trustworthy could help to challenge this EMS.
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Cognitive Analytic Therapy as a Treatment for Borderline Personality Disorder
Cognitive Analytic Therapy
Cognitive analytic therapy (CAT) is an integrative therapy developed by Anthony 
Ryle. The therapy has evolved over time and integrates aspects from psychoanalytic 
theory, (particularly object relations theory), behavioural and cognitive theory, 
including Kelly’s (1955, cited in Ryle 1990) personal construct theory repertory grid 
techniques.
CAT Theory
The CAT model suggests that human behaviour and activity is organised by 
procedures (Ryle 1997a). The original model described by Ryle (1979, cited in Ryle 
1990) was the Procedural Sequence Model. This outlined a sequence of behavioural 
and mental acts that the person engages in, in order to carry out aim-directed action. 
The sequence included defining the aim; evaluating the situation; considering a range 
of procedures; selecting the best one; acting; evaluating the outcome and confirming 
or revising the procedures and aim (Ryle 1990). This model suggested that the 
continued use of and a failure to revise ineffective or harmful procedures cause 
“neurotic” disorders (Ryle 1990). There are three main ways that block change in 
procedures, which Ryle (1990) called traps, dilemmas and snags. Traps are similar to 
cognitive ideas about vicious circles, where the person has particular beliefs or 
assumptions and they act in ways that produce consequences, which then confirm the 
original assumption (Ryle 1990). An example of a trap would be where the person 
believes they are ineffective socially. They therefore try too hard, which leaves them 
feeling anxious, uncomfortable and awkward and confirms their view that they are 
ineffective socially. Dilemmas are where the person acts as if there are only two 
polarised choices, which Ryle (1990) named “false dichotomies”. An example of this 
would be where the person acts as if they are either a bully or a victim or they act as if 
either they bottle things up or they explode. Ryle (1990) suggests that the person is 
not aware that they are acting as if there are only these two choices. Snags are where 
the person has roles or goals that they abandon because they think these goals would 
be opposed by others or because they think they would be “forbidden or dangerous” 
(Ryle 1990).
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CAT theory was modified in 1985 to incorporate further, some of the ideas from 
object relations theory (Ryle 1995). Ryle (1985, cited in Ryle 1995,1997a & 1997b) 
suggested that early experiences of interactions between the parent and child are 
influenced by the child’s temperament and by the way the parent relates to them.
These early experiences of interactions lead the child to interact in particular ways in 
response to the roles the parents adopt and also to interact in ways that elicit particular 
responses from the parents (Ryle 1995). The different roles / interaction patterns 
become internalised and affect how the child interacts with others and influence the 
personality (Ryle 1997b). These ways of relating can be influenced by later 
experiences, but the early ways of relating tend to be quite robust and resistant to 
change (Ryle 1995). Ryle (1995) used the term reciprocal roles to describe the ways 
individuals relate to themselves and others and how others relate to them. The RR has 
two poles, for example a reciprocal role could have the two poles ‘Persecutor-Victim’.
Persecutor
A
V
Victim
Perhaps early experiences with a caregiver led to the parent behaving as a persecutor 
and the child reciprocating by behaving as a victim, in order to survive in this 
situation. Both of the poles of this reciprocal role then become internalised and the 
person continues to act as if there are only two options, to act as a persecutor or a 
victim (Ryle 1997b). Some RR’s have more that one possible response, if one person 
acts as a persecutor, the other person may act as a victim or at other times may quietly 
sabotage (Ryle 1997b):
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Persecutor
Victim Quietly Sabotaging
This model, which included general procedures and procedures about relationships 
(reciprocal role procedures) was named the Procedural Sequence Object Relations 
Model (PSORM). Ryle (1997b) suggested that people normally have developed a 
whole range of procedures and reciprocal roles and they tend to move smoothly 
between these, in ways that seem appropriate and understandable to both themselves 
and others. Ryle (1997b) suggested that individuals with BPD tend to have limited 
reciprocal roles and tend to shift suddenly between these reciprocal roles, which can 
be confusing and uncomfortable to the individual with BPD and to the person 
interacting with them. These observations led him to develop a model for BPD, which 
he named the Multiple Self States Model (Ryle 1997a & 1997b).
The model suggested that individuals with BPD have multiple self states. Each self 
state or state of being includes the reciprocal role, the reciprocal role procedures and 
the accompanying mood and access and control over emotions. Ryle (1997b) 
suggested that individuals with BPD might be unaware of and cut off from other self 
states when in a particular self state. They may also move suddenly between these 
self states and these sudden switches are what make their behaviour unpredictable and 
confusing (Ryle 1997b).
Ryle (1997b) suggested how the self-states might develop in individuals with BPD. 
Individuals who go on to develop BPD often have childhood experiences of abuse, 
neglect and / or inconsistent, unpredictable or chaotic parenting. This can lead to the 
development and internalisation of only a restricted number of reciprocal roles, based 
on these early experiences. As Ryle 1997b described it:
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“they tend to repeat what they know, accepting and inflicting on self and 
others the neglect and abuse which was their own constant experience”
(Ryle 1997b, p35).
In addition the person may show limitations in their ability to reflect on their 
reciprocal roles, for example if they use dissociation. Ryle (1997b) suggested that 
repeated experiences of trauma, like physical or sexual abuse, can lead to the person 
coping by dissociating, blocking off the feelings and memories associated, as well as 
anything that is reminiscent of this abuse. They may avoid particular states where 
these feelings and memories might be activated and may suddenly shift between self 
states in order to avoid them and may be unaware that they are making these shifts 
(Ryle 1997b).
CAT Therapy for BPD
CAT is structured and time limited. Clients with personality disorders are seen for 
twenty-four sessions (and then receive follow-up sessions). The therapy for BPD 
aims to help the person develop a conscious sense of self and to “heal the borderline’s 
damaged self process” (Ryle 1997b, p42). The CAT model is explained to the client 
and the therapist aims to create a safe place where the client can begin to look at past 
experiences and deal with any unresolved issues about this (Ryle 1997b). The client’s 
various self states are explored in detail including looking at how they relate to 
themselves and others when in each self state; how the feel, and behave; how others 
behave towards them and how they move between the self-states (Ryle 1997b). The 
therapeutic relationship and issues of transference and counter-transference can 
provide important information about the self states and what triggers the moves 
between them (Ryle 1997b). It can also be a corrective relationship that helps the 
person to see alternative ways of relating to others (Ryle 1997b). The aim of the 
therapy for BPD is to help the person integrate these various self states, achieving “ a 
continuous sense of self’ (Ryle 1997b, p42). This means that they will be aware of all 
of their self states when in one particular self state instead of only being aware of the 
self state they are in. They are also helped to change any unhelpful procedures.
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CAT therapy has a number of components that are particular to this model. The 
Psychotherapy File is normally given at the end of the first CAT assessment session. 
This is a questionnaire designed to identify snags, traps, dilemmas, reciprocal roles 
and (in the case of BPD clients) self states. At session four, the therapist reads the 
client a reformulation letter, which is a “transformative reconstruction of the life 
story” (Ryle 1997b, p41). The letter aims to describe the person’s life experiences and 
how these experiences affected the way the person relates to others and to themselves. 
It also describes the impact of these ways of relating, explores the likely challenges 
for the client in general and within the therapeutic relationship and covers positive 
qualities in the client that the therapist has become aware of (Ryle 1995). The letter 
finishes by describing target problems, the problems that will be worked on during the 
therapy and also describes them in terms of target problems procedures and reciprocal 
roles (or self states for BPD clients). The therapist reads the letter to the client and 
then the client’s reactions and responses are discussed. The therapist and client then 
work together on deciding whether changes are needed and making these changes, to 
ensure that the letter is a joint construction (Ryle 1997b). Obviously as the letter is 
given early on in the therapy, further self states may be discovered or may become 
more understandable.
Diagrams of reciprocal roles (or self states if working with BPD clients) are seen as an 
important part of CAT therapy. The therapist and client therefore work together to 
produce a diagram with the client, which outlines their self-states and the connections 
between them (Self States Sequential Diagram). This can then be used throughout the 
therapy to help the therapist and client track, which state the client, is in and how and 
when they move between states and can aid integration (Ryle 1997b).
The therapist and client write a goodbye letter for the last session of therapy, which 
reiterates the formulation, outlines areas of achievement and gaps in the work and how 
the client will need to proceed. The client can write a goodbye letter in a way that 
they find helpful, perhaps saying what they have achieved, not achieved and how they 
feel about ending (Ryle 1995, 1997b).
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Comparison of the Models in their Treatment of Borderline 
Personality Disorder
All of the therapies discuss the importance of early experiences in the development of 
BPD and highlight the fact that these clients often have histories of abuse, neglect or 
inconsistent or chaotic parenting. However the cognitive therapies focus on how these 
experiences affect the person’s thoughts or core beliefs (Beck et al 1990, Young
1994), while CAT focuses on how they influence the relationship patterns that are 
internalised (Ryle 1997b).
All of the therapies highlight the difficulties in developing a therapeutic relationship 
with BPD clients and incorporate the psychoanalytic ideas of transference and 
counter-transference, suggesting that these issues need to be considered and addressed 
in therapy (Beck et al 1990; Young 1994; Ryle 1997b). This is not done in terms of 
making interpretations but instead issues that arise in the therapy are openly discussed 
with the client. Once again, there are differences in how this information is viewed. 
The transference and counter-transference issues are seen in cognitive therapy, to 
highlight schemas or core belief. In CAT they highlight self states and reciprocal 
roles.
All of the therapies have a structured approach and they openly discuss and explain 
their model and the method of working is made explicit and a collaborative approach 
is encouraged by all the therapies. Young (1994) outlines in detail how to work with 
issues like the person having difficulty accessing thoughts and emotions. He suggests 
a range of techniques for eliciting thoughts, feelings. Beck et al (1990) are less 
explicit about how to deal with these issues, although later writers, like J Beck (1995) 
and Fossell & Wright (1999) have given more detail about these issues and have 
included some of the techniques suggested by Young (1994). CAT also specifies in 
more details how to work with BPD clients and includes components that are specific 
to CAT, including writing the reformulation letter, drawing out a multiple self states 
diagram and using this during the therapy and writing goodbye letters.
The initial focus, for all the therapies is on developing a therapeutic relationship with 
the client and explaining the model and method of working. All of the therapies
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highlight the importance of clear and consistent boundaries within the therapy and 
discuss the possible difficulties the therapist will face in developing a therapeutic 
relationship with BPD clients. Following this, the three therapies start by focusing on 
different issues. Beck et al (1990) focus on small behavioural tasks and dealing with 
dichotomous thinking, while Young (1994) focuses on eliciting EMS. Ryle (1997b) 
focuses on eliciting, describing and monitoring the various self states and the moves 
between them.
Generally the length of therapy for BPD is much longer than for Axis I disorders. 
Beck et al (1990) and Young (1994) suggest that the therapy can take up to two years. 
Ryle’s (1997b)’s therapy differs from these cognitive therapies in providing a brief 
therapy of twenty-four sessions, with some follow up sessions at intervals.
Conclusions
The Therapies that have been adapted to work with clients with BPD show a number 
of similarities in their understanding of the issues that are relevant to BPD and how to 
work with these issues. This is evident in the way they, for example, highlight issues 
about the therapeutic relationship and discuss how to work with transference and 
counter transference issues. However there are still differences within the treatment, 
particularly in terms of the main focus of the work and the underling formulations 
about what causes the difficulties evident in BPD. The cognitive therapies, for 
example, focus on underlying beliefs (schema) and cognitive distortions, while CAT 
model focuses on patterns of relating. To date, the research evidence for all these 
therapies is promising, but limited, mainly involving case studies (Fossell & Wright 
1999; Ryle 1997a & 1997b; Ratto & Capitano 1999). Further empirical studies, 
particularly randomised controlled studies are necessary to consider whether these 
therapies differ in terms of their outcome.
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Older Adult Essay
Critically Discuss the Argument that Psychodynamic Psychotherapy is 
Inappropriate for Older People when Compared with Other Approaches
Y ear 3.
Older Adult Essay
Introduction
This question will be addressed by comparing Psychodynamic Psychotherapy with 
Cognitive Therapy because limitations of space prevent the comparison of a range of 
approaches. The essay will examine whether factors such as theory, efficacy of 
treatment and possible cognitive and physical changes associated with ageing could be 
grounds to consider Psychodynamic Psychotherapy inappropriate for older adults in 
comparison with Cognitive Therapy.
Definition of Older People
Much of the psychodynamic literature defines older adults as people over the age of 
50, for example King (1974), Freud (1905, cited in Knight 1999). However in the 
NHS in Britain older adults are defined as over 65 and this definition will be used in 
this essay.
Definition of Psychodynamic Psychotherapy
Psychodynamic Psychotherapy (PP) involves the application of psychoanalytic theory 
to understand and work with clients (as outlined in the next section). Clients are 
usually seen weekly and not 3-5 times a week, which is normal for Psychoanalytic 
Psychotherapy. PP can also be applied to work with organisations and carers.
The Application of Psvchodvnamic Theory in Working with Older 
People
This section will outline the general principles of psychodynamic psychotherapy (PP) 
and will discuss their applicability to older adults in order to assess whether on 
theoretical grounds PP may be inappropriate for older adults.
Psychodynamic Theory
The key principles of PP include ideas about the unconscious, conflict and defence 
and models of the development of the psyche (psychological development).
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The Unconscious
Freud (1912, 1915) suggested that some material and mental processes are 
unconscious and therefore out of a person’s awareness. The unconscious is a dynamic 
process, motivating behaviour and intention.
Conflict and Defence
Freud (1926) suggested that there is always tension or conflict within the psyche 
between primitive desires of the unconscious (id), the rational desires of the ego and 
beliefs and rules of society about acceptable thoughts and behaviour (superego). The 
ego attempts to mediate between the demands of the id and the outside world 
(superego) in order to achieve a compromise that would be acceptable to them all, for 
example by modifying the aims of the id or by postponing satisfaction of the id. 
Freud’s theory suggests that the id is motivated by the desire for sexual gratification 
whilst Klein suggested that it is motivated by the desire for contact with others 
(described in more detail in next section).
If the id and ego are functioning well, the ego is able to control the id and “bridles it’s 
passions” (Freud 1926, p22) but also allows the id to achieve some form of 
gratification. There are times, however, when the ego engages in defence 
mechanisms, which prevent desires, fantasies or traumatic material from entering 
consciousness and therefore avoids the mental pain associated with being conscious of 
this material (Freud 1926; Malan 2001). Freud (1926) wrote about the early, primitive 
defence mechanisms of repression, where material is pushed back from entering the 
person’s consciousness. This can be an effective short-term strategy but produces 
difficulty in the long term because the repressed material actively attempts to gain 
some form of expression (Freud 1926). It may gain expression in a disguised form, 
for example through dreams, slips of the tongue, or symptoms (Freud 1926; Malan 
2001).
Other defence mechanisms include projection and splitting. In projection material is 
unconsciously attributed to someone else, so that the person believes the material 
belongs to the other person and not to the self, for example believing that the other 
person is angry and not themselves (Malan 2001). Splitting refers to avoiding an
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unconscious conflict by keeping two kinds of incompatible feelings separate (Malan 
2001). These will be discussed in more detail in a later section.
The use of defence mechanisms are not pathological in themselves but psychological 
difficulties (and symptoms) can develop if primary defence mechanisms like 
repression are used, if defences are over-used or used inflexibly or if the use of these 
defence mechanisms result in developmental arrest (Freud 1926; Bateman & Holmes 
1995). Symptoms are seen as both an expression of the unconscious conflict and a 
way of masking / disguising the unconscious material (Freud 1926).
Models ofDevelovmental o f the Psyche
Psychodynamic Psychotherapy can draw on a range of psychoanalytic theories of the 
development of the psyche. This section focuses on two of the main models, Freud’s 
and Klein’s.
Freud described development of the psyche in terms of stages of psychosexual 
development (Lemma-Wright 1995). From birth onwards the psyche directs it’s 
energy towards attempts to gain pleasure from different parts of the body -  initially 
from the mouth by sucking (oral stage, age 0-1); then from the anus through holding 
onto or passing faeces (anal stage, age 1-3) and then from the genitals (phallic stage, 
age 3-5), (Lemma-Wright 1995). The next stage is the Oedipus complex, where 
children unconsciously have sexual feelings towards the parent of the opposite sex and 
feelings of competitiveness towards the parent of the same sex, seeing them as a rival 
for the attention of the other parent (Malan 2001). Difficulties negotiating a 
developmental stage can leave the person stuck (fixated) at that stage. Fixation at the 
oral stage, for example, will mean the person continues to seek nurturance and care 
taking as an adult (Lemma-Wright 1995; Freud 1926).
Klein (Mitchell 1987) and other object relations theorists saw relationships with others 
as influential in the development of the psyche. Relationships with early caregivers 
become internalised and these internalised objects (relationships) affect how the 
person relates to the self and to others throughout childhood and adulthood.
Negotiation of the depressive position and the Oedipus complex are also
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developmental tasks that influence the psyche (Mitchell 1987). Klein (Mitchell 1987) 
suggested that the young child has to cope with times when the mother and the breast 
are not constantly available, which they find anxiety provoking. The baby 
unconsciously deals with this by keeping the good aspects of the mother near and 
splitting off the bad aspects, projecting them into a part of the mother. The mother is 
therefore, at times seen as the good object and at times the bad object. However by 
splitting off the bad aspects, the baby fears that the bad object will retaliate (paranoid- 
schizoid position). One of the key developmental tasks for the child is to be able to 
move to the depressive position, where they are able to see objects as good and bad. 
This task is frequently negotiated throughout life (Klein, cited in Bateman & Holmes 
1995). The Oedipus complex involves the negotiation of the triangular relationship 
with the parental figure, including accepting that they have to share the attention of 
the mother and that they can have a relationship with the father (Klein & Mitchell 
1987).
Psychodynamic Therapy
PP aims to increase the person’s awareness of problematic unconscious material and 
its impact on behaviour and thinking (Malan 2001; McLoughlin 1995). It also aims 
to help the person to resolve these previously unconscious conflicts so they can 
achieve a more mature level of functioning (Leigh & Varghese 2001; McLoughlin 
1995).
Free association (saying whatever comes into their mind without censoring the 
material); working with dreams and using the transference and countertransference 
reactions that occur during the therapy are some of the methods used to access 
unconscious material. Countertransference refers to the feelings evoked in the 
therapist when working with the client (Leigh & Varghese 2001) including feelings 
that the client may be unconsciously experiencing but is unable to tolerate and 
feelings that others experience when relating to the client. It can also refer to the 
therapist’s own unresolved issues which are evoked during therapy. Transference 
refers to the client unconsciously transferring onto the therapist their patterns of 
relating with significant individuals in their life, for example acting as if the therapist 
is their mother (Jacobs 1999).
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The therapist uses these methods to try and understand the unconscious unresolved 
issues and offers this to the client in the form of a tentative hypothesis or 
interpretation (Freud 1926). If the interpretation is correct and suitably timed, it 
should enable the client to become aware of the unconscious issue(s) and to work on a 
resolution (Malan 2001).
Application of these concepts to work with older adults
These theories may appear to be inappropriate to older adults because they focus on 
unresolved issues in earlier stages of development. However psychodynamic theory 
suggests that both pre-existing difficulties and difficulties that occur as a result of the 
challenges of ageing reflect difficulties in an earlier stage of development (Leigh & 
Varghese 2001; Moberg & Lazarus 1990). They can also reflect the inappropriate or 
excessive use of defence mechanisms to avoid conscious awareness of conflicts and 
the emotional pain associated with them (Malan 2001). The case of Mr P (Martindale 
1989) can illustrate how earlier conflicts can produce difficulties when a client has to 
deal with physical health changes as they become older. Mr P was over 65, (actual 
age not specified) and was finding it difficult to cope with not being the provider and 
being dependent on his family due to ill health. In his early life, his father had been 
distant, unloving and Mr P had feared him. His father died when Mr P was 12, after 
which his mother struggled to help them survive and was often on the edge of a 
breakdown. At the start of therapy he had no memory between ages of 12-14, but 
during therapy began to think that his mother might have had a breakdown during this 
time. At 14 he started work and became the provider for the family, which pleased his 
mother, made him feel valued and increased his self-esteem. Martindale (1989) 
hypothesised that in his current life Mr P was transferring unresolved issues from his 
childhood onto his wife. He could not bear being dependent on his wife for fear that 
something bad would happen (as had happened when his mother had a breakdown 
when he had been dependent on her). He also feared that his wife would be unable to 
meet his needs and would reject or abandon (as his father had done by being distant, 
angry and then dying and as his mother had done by having a breakdown). Martindale 
(1989) used psychodynamic theory as a framework for understanding and working 
with the issues presented by Mr P.
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Waddell (2000) described part of her work with Mrs Brown, an 89-year-old lady 
suffering from Alzheimer’s disease. She was referred due to extreme feelings of 
jealousy and anxiety, fearing that her husband would leave and her friend was waiting 
for her to die so that she could be with her husband. In her early life she was brought 
up in India, looked after by helpers and then sent to school in England. She adored 
her father although he was remote and absent. Her mother was very jealous and 
competitive about this relationship. Her mother was also described as mentally 
disturbed and sadistic. Soon after her father’s death, her mother seduced Mrs Brown’s 
boyfriend. Waddell (2000) formulated Mrs Brown’s fears of being pushed out and 
replaced in terms of having been unable to successfully negotiate the triangular 
relationship with her parents and then her mother and boyfriend (the Kleinian version 
of the Oedipus complex). At this stage of the work Mrs Brown was no longer able to 
communicate or cognitively cope with therapy. Waddell (2000) therefore worked 
with the family and helped them to understand and contain her fears and anxiety. The 
psychodynamic model offered a way of formulating about Mrs Brown’s difficulties 
and it seemed helpful to her and her family.
Case studies have also suggested that Psychodynamic Psychotherapy (PP) can be 
useful in understanding the difficulties therapists face with older adult clients. 
Martindale (1989) talked about the case of Mr Q, an elderly client with a progressive 
brain disorder that meant he would become completely dependent on others within the 
next 8 years. Mr Q frequently checked and re-checked appointments and was 
extremely anxious when the therapist took leave. The therapist interpreted this as Mr 
Q’s fears that the therapist would not continue in the long term and would stop the 
therapy without warning. The therapist seemed paralysed in responding to this. Self 
exploration led the therapist to see that this was due to fears that the client would 
become dependent on him and the therapist did not know whether he could be 
available long term. As the therapist became aware of and dealt with his 
countertransference issues, he was able to make the interpretation to the client. This 
helped the client to see that even the therapist would not stop the therapy without 
warning, even if he could not be available long term.
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Treliving (1988) described an inpatient community meeting where older adults were 
talking about losses associated with ageing. The staff were aware of feeling anxious 
and frustrated and attempted to bring in positive aspects of ageing. In the meeting 
afterwards, the staff became aware that the clients were being realistic and were 
attempting to face their losses, but the staff were defending against this by using 
denial. The author suggested that this is a common issue in work with older people 
because it can be difficult for therapists to face issues of death. The staff were able to 
continue helping the clients to work through their losses because they had faced and 
dealt with their own countertransference reactions.
These case studies suggest that psychodynamic psychotherapy can offer a useful 
theoretical framework for understanding client and therapist issues in therapy and can 
offer a framework for intervention. Despite their applicability to the clients outlined 
above, the models may be criticised on a number of grounds. The models focus on 
development in the early years of life and do not discuss development of the psyche 
across the lifespan, unlike, for example the model of Erikson (1965, 1980). The 
theories do not ignore challenges associated with different stages of life, however. 
They suggest that unresolved unconscious issues prevent a person dealing with the 
challenges they face across the lifespan. Resolution of these conflicts enables them to 
continue dealing with these challenges including those associated with ageing such as 
coping with losses and awareness of their own mortality (Malan 2001).
Psychodynamic Psychotherapy (PP) could also be criticised because it requires clients 
to be seen for long periods of therapy (usually more than one year), which is difficult 
within the NHS where resources are limited. This could suggest that PP would be 
inappropriate in comparison with Cognitive Thearpy (CT). Brief psychodynamic 
therapy has been developed, however and much of the outcome research examining 
the efficacy of psychodynamic therapy with older people is based on brief PP. These 
models include the key principles of longer term Psychodynamic Psychotherapy but 
focus on the key conflicts and not on trying to transform the person’s whole character 
(Mander 2000; Malan 2001).
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Comparison of Psychodvnamic and Cognitive Therapy
This section will examine whether Psychodynamic Psychotherapy (PP) may be 
considered inappropriate in comparison with Cognitive Therapy (CT) by comparing 
the two forms of therapy and by examining the efficacy of these two models for older 
adults. Due to limitations of space the focus will be on comparing the efficacy of PP 
and CT for depression because it is the most common psychological difficulty for 
older people (Laidlaw 2001). Its prevalence rate is approximately 16% for major 
depressive disorder (Livingstone et al 1990; Copeland et al 1987, cited in Laidlaw 
2001). (See DSM IV, American Psychiatric Association 1994 for a definition of a 
major depressive disorder).
Cognitive Theory
CT, as developed by Beck (1976), suggests that through early experience a person 
develops core beliefs and assumptions about the self, the world and the future. These 
beliefs and assumptions lie dormant until incidents occur which resonate with them 
and lead to their activation. Once activated they lead to an increase in negative 
automatic thoughts, which then influences emotions, behaviour and information 
processing. In depression negative automatic thoughts and underlying beliefs often 
relate to issues of loss and grief (Salkovskis 1996).
Comparison of Psychodynamic Psychotherapy and Cognitive Therapy
CT differs from PP because it focuses on pre-conscious material (that is accessible 
with some effort) and is not attempting to make what is unconscious, conscious. 
Although CT theory suggests that early experiences influences the core beliefs and 
assumptions that develop, the focus of work is on examining and challenging these 
beliefs (Rachman 1997; Salkovskis 1996; Fennell 1995; Freeman & Davis 1990) and 
not on working on the underlying issues that produced them.
PP and CT are similar in that they require the client to be motivated to change and 
have a capacity for self-reflection. They also require the development of a good 
therapeutic relationship with the client. Psychodynamic therapy focuses on the
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relationship as the vehicle of change, whereas CT uses the relationship as a foundation 
for joint working on examining and challenging thoughts.
There are differences and some similarities between CT and PP, but the question to 
address is whether this impacts on the appropriateness of PP. This will firstly be 
examined in terms of the comparative efficacy of the two models.
Efficacy of Psychodynamic and Cognitive Theory in Treatment of Depression
The case studies outlined above suggested that PP could be effective with older adults. 
Experimental studies are required, however, to assess whether such results are 
generalizable. Due to limitations of space, only the efficacy of individual therapy will 
be discussed.
Review Studies
Scogin & McElreath (1994) completed a meta-analysis of 17 outcome studies, 
including some comparing the efficacy of Psychodynamic and Cognitive Therapy.
All treatments were equally effective and were more effective than a no treatment 
control. The effect size was comparable to studies of younger adults. Pinquart & 
Sorensen (2001) examined 122 studies of various psychotherapy and psychosocial 
interventions. The Cognitive Therapy studies showed a greater effect size than the 
Psychodynamic Therapy studies. Participants in the 55-68 age range showed a greater 
decrease in symptoms of depression in comparison with older subjects (76 and over), 
but both age groups showed a significant improvement in their symptoms. There are 
methodological concerns with this meta-analysis which stem from the fact that many 
of the studies only looked at one form of therapy and did not directly compare PP and 
CT. It is therefore difficult to establish that the different effect size reflects the greater 
efficacy of CT over PP and not, for example, differences in the inclusion / exclusion 
criteria for the studies or due to other differences in participants. This could be why 
the study is not supported by the meta-analysis of Scogin and McElreath (1994) or by 
the majority of studies that directly compare CT or PP for depression (as outlined in 
next section).
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Controlled Studies
A number of controlled trials have been undertaken which compare various forms of 
therapy. Due to limitations of space, only the comparisons of Cognitive and 
Psychodynamic therapy will be discussed. Gallagher & Thompson (1982) compared 
cognitive therapy and brief (insight / relational) psychotherapy over 16 sessions. 
Participants all had a diagnosis of major depressive disorder and were within the age 
range of 59 to 80 (mean mid-60s). Participants were assessed at the end of therapy, 
and followed up at 6 weeks, 3 months, 6 months and 1 year. At the end of treatment 
all the treatment groups had shown a significant improvement in terms of their scores 
on the Beck Depression Inventory (BDI), the Hamilton Rating Scale for Depression 
(HRSD) and the Zung rating scale for depression. These self-report measures (BDI, 
Zung) and professional rating scales (HRSD) are widely used and have good 
reliability and validity. At the one-year follow up CT appeared to be significantly 
better at maintaining gains than Psychodynamic Psychotherapy (PP) and on the basis 
of this the authors suggested that more structured approaches may be more beneficial 
for older adults. However the study was very small scale (10 in each group) and did 
not include a control group, so the possibility of spontaneous improvement cannot be 
ruled out. Even if the changes were not spontaneous, outcome was only measured in 
terms of symptom reduction. The study was therefore unable to assess whether there 
were other differences in outcome between CT and PP, for example in terms of day to 
day functioning and changes in relationships with others. The other main concern 
with this study was the type of therapy used. The description states that the method 
was concrete; involved offering guidance and help with action plans. This is not what 
would be expected from brief Psychodynamic Psychotherapy and so the research may 
not be comparing PP and CT. This could suggest why these results differ from later 
research studies (outlined below).
Thompson, Gallagher & Breckenridge (1987) compared CT and PP and a 6-week 
delayed control group. 27 participants were randomly allocated to the CT group and 
24 to the PP group. All participants were seen for 16-20 sessions. Participants were 
included in the study if they had a BDI score of 17 or over or a score of 14 or greater 
on the HRSD. The control group did not show any improvement over the 6-week 
delay period. Both the CT and PP groups showed a significant improvement in terms
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of scores on the BDI, HRSD, Zung, Hopelessness Scale and the Social Adjustment 
Scale. Overall 52% of clients achieved full remission of symptoms by the end of 
treatment, a further 18% reported significant improvement, but 30% continued to 
experience significant levels of symptoms at the end of treatment and there were no 
differences between the two groups. These results were comparable to studies of 
younger depressed subjects (Thompson et al 1987). This study obviously has the 
advantage of using a wider range of outcome measures including a social adjustment 
scale and it also included a control group for the first 6 weeks, which helped to rule 
out spontaneous remission for this period, although not after that time. The 
drawbacks of the study are that it only included a small sample size, and did not 
include people with severe depression (mean BDI score 24.03, SD 6.64), which limits 
the generalizability of the results.
Gallager-Thomspson, Hanley-Peterson & Thompson (1990) completed one and two 
year follow-ups assessments with clients from the Thompson et al (1987) study.
There was no control group because this had been amalgamated in the initial study 
after a 6-week wait. Both CT and PP participants showed equivalent levels of 
■ maintenance of previous gains in therapy. This differs from Thompson et al (1982) 
where the CT group showed better maintenance of gains, although the method of 
therapy in the 1982 study was questioned because it did not reflect normal brief PP. 
The Gallager-Thompson et al (1990) also found that dropout rates were higher for 
Cognitive Therapy (n=10) in comparison with Psychodynamic Psychotherapy (n= 4). 
It is possible that older adults prefer PP over CT, although this hypothesis would need 
to be empirically examined before being able to make any claims about this. This 
study is limited by the fact that the participants were relatively young (average age 
was 67); the majority were in good health and had sought psychological treatment as 
opposed to medication, suggesting that they may have had relatively good 
psychological resources already. These factors may mean that the sample was not 
representative of the general population and the results may therefore not be 
generalizable.
In summary the research to date is limited particularly in terms of the number of 
studies available and the sample sizes involved. The results therefore need to be
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interpreted with caution and cannot be said to be generalizable. Despite this, the 
research to date suggests that Psychodynamic Psychotherapy may be as effective as 
Cognitive Therapy in treating some older adult clients with depression and it could not 
be considered inappropriate on these grounds. Further research would be required to 
assess whether the treatments are efficacious for individuals who have co-morbid 
physical health problems and / or Axis 2 disorders. A significant number of clients 
did not benefit from either form of therapy. Research needs to examine treatments for 
this group of clients.
Cognitive Changes with Age
This section will consider whether ageing produces cognitive changes that would 
make Psychodynamic Psychotherapy (PP) inappropriate in comparison with Cognitive 
Therapy (CT). Freud (1905, cited in Knight 1999) suggested that clients above the 
age of 50 are not longer educable and lack the mental elasticity required to engage in 
psychodynamic treatment. Freud (1905, cited in Knight 1999) does not clearly define 
what mental elasticity means, but his writings suggest that he is referring to reasoning, 
problem solving abilities, and general intellectual functioning. The empirical 
evidence suggests that older adults do not uniformly show declines in their cognitive 
abilities (Stuart-Hamilton 1999). Some maintain their cognitive abilities while others 
begin to show declines in some areas of functioning during their 60s and 70s. Overall, 
crystallized intelligence (pre-leamt knowledge) tends to be preserved, whilst fluid 
intelligence (the ability to solve problems that can not be taught or trained), memory 
and processing speed are more likely to decline (Stuart-Hamilton 1999). Older adults 
are able to compensate for areas of decline by using other cognitive skills like their 
crystallized intelligence (Chamess 1979,1981, cited in Stuart-Hamilton 1999). 
Kroetsch & Shamoian (1986) found that the majority of older adults are able to learn 
and although many show declines in abstract thinking their language and judgement 
abilities tend to remain intact.
Both CT and PP require clients to discuss their current difficulties and reflect on their 
experiences in order to understand and resolve them. This would require the client to 
have reasonable language skills and be able to reason and make judgements. These
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abilities tend to be maintained by most older adults (Chamess 1979, 1981, cited in 
Stuart-Hamilton 1999; Kroetsch & Shamoian 1986). PP would also require memory 
for the past, which tends to be preserved in older adults (Stuart-Hamilton 1999). This 
could suggest that clients would be able to undertake this aspect of PP, although 
research studies would be required to be certain about this.
Clinical evidence suggests that cognitive changes that commonly occur with ageing 
can be compensated for in therapy. Steuer & Hammen (1983) and Church (1986) 
found that problems with slowed processing speed can be dealt with by having a 
slower pace in sessions, whilst difficulties with memory can be helped with frequent 
review and summarizing of material and the giving of handouts or tapes of the 
sessions. Church (1986) and Morris & Morris (1991) found that abstract reasoning 
difficulties could be helped by giving information in a more concrete way and by 
being more explicit about therapy. It is also possible that clients with fluid reasoning 
skills could be helped to draw on previous experience to help them solve current 
problems. Empirical evidence would be required to assess the generalizability of 
these clinical findings. Research would also need to examine whether cognitive 
changes impact on the efficacy of PP and CT and it is therefore difficult to be clear 
about whether PP could be considered inappropriate in comparison with CT for older 
adults with cognitive difficulties.
It would also be important to assess whether PP would be inappropriate for clients 
with dementia in comparison with CT. Waddell’s (2000) case study suggests how PP 
can be successfully used with a dementia client while they maintain their language 
and comprehension skills and how it can be used with the family after this stage. 
Empirical evidence would be required to assess whether such results are generalizable 
to a wider population of older adults with dementia and the implications of this for the 
question of whether PP is inappropriate in comparison with CT.
Physical Changes with Age
There is a higher incidence of eyesight, hearing and mobility difficulties in older 
adults, in comparison with younger adults. Approximately one third of older adults
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experience eyesight or hearing difficulties (Office of Population Censuses and 
Surveys, 1982; cited in Briggs 1993). It is possible that adaptations to therapy could 
enable clients to benefit from it. Clients with physical health difficulties could be seen 
at home, for example. PP specifies the need for a containing environment, with the 
client being seen at the same time, same place each week. If seen at home it would be 
necessary to consider whether it impacts on the efficacy of the therapy and whether 
certain adaptations could ensure that the therapy is containing within this setting. This 
might be, for example, moving the chairs to the centre of the room for therapy and 
returning them to their usual position at the end of each session to ensure the client is 
able to Teave’ the therapy when the therapist leaves. It would be important that there 
were no interruptions for example from the phone or from visitors and these issues 
would need to be discussed with the client. Hearing difficulties may require the 
therapist to ensure the room is quiet; that they speak more slowly and loudly and 
perhaps write information down. Research would need to examine their impact on the 
efficacy of PP and CT with older adults who have physical difficulties and whether it 
suggests that PP is inappropriate in comparison with CT for older adults with these 
difficulties.
Conclusions
To date there is no evidence that supports the conclusion the Psychodynamic 
Psychotherapy is inappropriate for older adults in comparison with cognitive therapy 
(Laidlaw 2001; Karel & Hinrichsen 2000). The available evidence suggests that 
psychodynamic theories are applicable to older adult issues, both therapies make 
similar cognitive demands on clients and both appear to be equally efficacious in the 
treatment of depression. However further research would need to assess PP’s efficacy 
for a wider range of disorders; the relative cost of PP and whether sufficient training 
and supervision is or could be made available for therapists to practice this model.
This would help to indicate whether PP is actually an appropriate therapy in 
comparisons with other approaches and not just whether it is inappropriate.
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Adult Mental Health Placement Summary
Placement Details
The placement was within a Community Mental Health Team for adults, a Primary 
Care Service and a Community Mental Health Team for the Elderly.
Summary of Experience
Client Work
Saw a number of clients for individual Cognitive Behavioural Therapy with Person- 
Centered Therapy with a variety of presenting problems including OCD; Chronic 
Fatigue Syndrome; anxiety/Panic; relationship difficulties; unresolved bereavement, 
depression and anxiety; coming to terms with partner’s accident and dealing with 
having terminal cancer. Completed a cognitive assessment with a client, which 
included the use of WAIS-III, WMS-III and the NART. Previous to this I was 
required to complete the WAIS-III on my supervisor in order to test my proficiency 
with this test. Also completed psychological assessments on four other clients.
Group Work
Involved in a ‘Living Skills Course’, run by a psychologist, CPN, social worker and 
housing project co-ordinator. The course aims to teach a comprehensive range of 
skills, all of which are based on Cognitive Behavioural Approaches. The aim of the 
group is help improve people’s skills to cope with life and aid relapse prevention. All 
staff participants are required to be both participants and facilitators.
Continuing Professional Development
Attended presentation within the Psychology Department on Clinical Governance, 
The National Service Framework for Adults and Matrix Management and research 
completed by psychologists on G.P.s views of the Clinical Psychology Service and 
their views of how this service should be configured. Attended teaching sessions 
within both CMHTs including presentations on Seroxat and Aricept. Observed three 
family therapy sessions and became part of the reflecting team for one session within 
the Child and Family Psychology Service.
Teaching
Presented the CBT model for Chronic Fatigue Syndrome to the mulit-disciplinary 
CMHC(E).
Organisational Experience
Liased with a number of professionals about client’s I was working with including 
Day Hospital Manager, Occupational Therapist, Court Diversion CPN, General 
Practitioner, Psychiatrists, Physiotherapist; Social Worker & Accommodation Officer. 
Attended CPA ‘pre-meetings’ for two clients. Attended Psychology Department 
Meetings, Psychology Adult Speciality Meetings, Older Adult Multi-disciplinary 
referral meeting and business meeting.
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PLD Placement Summary
Placement Details
The placement was within a Community Learning Disability Team.
Summary of Experience
Client Work
Saw two clients for Individual Behavioural Therapy including one with excessive 
spending and one who was engaging in eye poking, rectal probing, stripping and 
aggression. Fed back recommendation to staff about continued work with these 
clients. Undertook CBT work with a client with depression and difficulties in 
relations to her culture and bereavement work with a client having difficulties with 
delayed bereavement. Completed psychometric assessments with four clients and 
used a number of tools with clients, depending on their needs, to assess intellectual 
functioning (Leiter, WAIS-III) and everyday functioning (HALO Vineland) and to 
make a preliminary investigation about dementia and depression (Leiter and DMR).
Grouv Work
Set up and ran a Dog Phobia Group with two other Trainee Clinical Psychologists and 
an Assistant Psychologist based on the Behavioural Model.
Continuing Professional Development
Attended presentations that occurred following the Psychology PLD Specialty 
Business Meeting including a presentation on a case of Pica and one on Post 
Modernism and the implications for Clinical Psychology. Attended two training days, 
one within PLD, which included training on the Vineland, discussion of HONOS (LD) 
and discussion of BPS Guidelines for record keeping. One was for the Trust 
Psychology and Counselling Services and it included case presentations on the CBT 
and CAT approach to working with anger and talks on EMDR and Management of 
Child Deliberate Self Harm within the Kingston Child Service and changes with the 
WAIS-III.
Teaching
Presented work with client on bereavement at PLD Psychology Specialty meeting. 
Participated in a one day training day with a Clinical Psychologist, SALT and 
Residential Home Manager for staff of a residential home which focussed on 
increasing staff awareness of communication issues within team and aimed to 
encourage their awareness of and empathy towards their clients.
Organisational Experience
Visited a variety of services for PLD within the area including residential facilitates 
and day care facilities. Attended the fortnightly PLD Clinical Specialty Meeting 
where business matters were discussed.
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Child and Family Placement Summary
Placement Details
The placement was within a Child and Family Consultation Service.
Summary of Experience
Client Work
Saw a number of clients for individual cognitive behavioural therapy who were 
experiencing difficulties with anger management and family problems, sleep 
problems, anxiety and low self-esteem, anger. Completed behavioural assessment 
with child experiencing difficulties with physical violence to staff and children at 
school and made recommendations to school. Completed psychometric assessment 
with three children who had developmental and language delay. Assessment used 
included the following, depending on the needs of each client, BP VS, Griffiths, 
GARS, Conners Rating Scale for ADHD, Australian Asperger’s Rating Scale and 
Observations of play and behaviour at school and home.
Continuing Professional Development
Attended Psychology Training Day which included talks by eating disorder service 
and addictions service and discussion of systemic, CBT and integrative therapy. 
Attended a Training Day on Clinical Governance.
Teaching
Presented a case to the CFCS about a client with sleep problems and an assessment of 
Autistic Spectrum Disorder to the Child Psychology Service.
Organisational Experience
Attended weekly CFCS referral meeting and a monthly Child Psychology Team 
meeting. Attended meetings about development of Tier 2 services within the Trust. 
Visited a number of services for children including the children’s eating disorder 
service, a number of schools and nurseries. Shadowed Educational Psychologist for a 
day. Conducted joint work with Consultant Psychiatrist.
Attended Consultation Clinic run by Psychologist where other professionals including 
Health Visitors could come and discuss their cases.
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Rehabilitation and Enduring Mental Health Specialist Placement Summary 
Placement Details
The placement was within a psychiatric rehabilitation service and an assertive 
outreach team.
Summary of Experience
Client Work
Saw four clients for Cognitive Analytic Therapy including a client with a Bulimia 
Nervosa, fears of rejection and abandonment and difficulties with being assertive and 
a client with a history of difficult childhood experiences.
Saw three clients for CBT including a client with distressing voices, one with intrusive 
thoughts and one with general anxiety and health anxiety. Completed a 
neuropsychological assessment on a client to assess if cognitive difficulties were 
present. Assessments used included WAIS-III, WMS-III, NART-R, Wisconsin Card 
Sorting Test, Trail Making Test and FAS.
Group Work
Ran a schizophrenia information Group with a Clinical Psychologist and Assistant 
Psychologist.
Continuing Professional Development
Attended monthly CPD meetings within the Psychology Service, including case 
presentation on CAT and two Neuropsychological Assessments. Attended a 
presentation of the epidemiology and treatment of depression in older people.
Organisational Experience
Attended multi-disciplinary team meetings and client reviews within the 
Rehabilitation Service fortnightly. Attended monthly Psychology Department 
Meeting. Attended handover meeting at one of the rehabilitation wards on one 
occasion and attended the AOT review meeting and business meeting on one 
occasion. Visited some of the community rehabilitation homes, two acute wards and a 
high dependency ward.
Shadowed AOT, Approved Social Worker, Clinical Psychologist and Community 
Support Worker. Attended Child Protection Case Conference where child of AOT 
client was on the Child Protection Register.
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Older Adult Placement Summary
Placement Details
The placement was within a Community Mental Health Team for the Elderly.
Summary of Experience
Client Work
Saw two clients for CBT, one client was suffering from OCD and one with anxiety 
and depression. Saw one client for behavioural interventions for anxiety and panic 
caused by the noise of children. Saw a client for supportive psychotherapy who was 
suffering from depression, family difficulties and pain management problems.
Completed a number of neuropsychological assessments including a differential 
diagnosis of depression versus dementia, which involved administering the BDI-II, 
WAIS-III, WMS-R, CAMDEX-R, Rey Osterreith, Memory for Designs Test and 
Kendrick. Assessment used with other clients to assess aspects of intellectual 
functioning included which involved the use of MEAMS,RBMT, NART-R.
Grouv Work
Involved in a multi-modal group, which included session on loss, reminiscence and 
CBT skills for coping with anxiety and depression.
Continuing Professional Development
Attended training day on locality multi-agency policies on protecting vulnerable 
adults. Attended monthly MDT CPD meeting including presentation by a SALT on 
treatment of client with communication difficulties. Attended presentations by OA 
Psychology Specialty including presentations on Family work, Lewy Body Dementia 
and Psychodynamic therapy with Older Adults. Attended presentation on Bipolar 
Affective Disorder, use of imagery and cognitive techniques with trauma.
Teaching
Was involved in running two introductory courses on psychological therapies run for 
members of two CMHT(E)s. Presented the key principles of CBT in one course and 
CBT for anxiety of depression in the second course.
Organisational Experience
Attended CMHT(E) MDT meeting and Day Hospital Meeting on a number of 
occasions. Attended monthly Older Adult Psychology Speciality Meeting. Shadowed 
a SALT on her work with eating, drinking and swallowing difficulties and another 
SALT in her work with speech, language and memory difficulties.
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Specialist Psychotherapy Placement - Cognitive Analytic Therapy & Brief
Psvchodynamic Therapy
Placement Details
The placement was within a Community Mental Health Team for adults.
Summary of Experience
Client work
The focus of the work was on seeing clients for Cognitive Analytic Therapy or Brief 
Psychodynamic Therapy. The clients included people referred due to childhood 
physical abuse and anger control problems; childhood sexual abuse and anger control 
problems; depression; difficulties in relationships & anxiety; phobia of flying. Two of 
the clients appeared to have some features consistent with a Borderline Personality 
Disorder.
Continuing Professional Development
Monthly CPD meetings were held within the psychology department including case 
presentations and lectures on, for example, working with Trauma and with eating 
disorder. In addition I attended a training session on protecting vulnerable adults.
I had the opportunity to learn autogenic training. I taped two of my sessions and used 
them to reflect on my practice. Completed a dialogic analysis on the CAT session and 
met with my supervisor to discuss the reciprocal roles, procedures and themes that 
were emerging from this session.
Teaching
Was involved in setting up three CAT seminars, which covered the core concepts of 
CAT, the therapeutic relationship in CAT and CAT for personality disorders. I 
presented the material in the sessions about the therapeutic relationship in CAT.
Organisational Experience
The CAT seminars were set up for any professionals within the CMHT and 
Psychology Service who wished to attend.
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Summary of Adult Mental Health Case Report
Title: Description of the assessment, formulation and intervention with a client 
experiencing symptoms of Obsessive Compulsive Disorder.
Details of Referral / Main Presenting Problems: Client was a man in his mid 20s, 
referred to the primary care psychology service by his GP due to symptoms of OCD, 
which he had been experiencing for the past 8 years. The OCD behaviour consisted of 
repeatedly checking doors, windows and electrical appliances in his home and place 
of work.
Assessment: Semi-structured interview with the client, BDI-II, Millon Clinical 
Multiaxial Inventory-II and the Cognitions Questionnaire.
Formulation: The assessment suggested that the client was suffering from symptoms 
of OCD which met DSM-IV criteria and was experiencing mild depression (BDI-II). 
The MCMI-II suggested that he tended to cope with difficult feelings or situations by 
active avoidance and the Cognitions questionnaire suggested that he set very high 
standards for himself. The client’s difficulties were formulated within the CBT 
model. The client appeared to be ‘catastrophically misinterpreting’ the meaning of 
intrusions and therefore felt that he would be totally responsible if anybody broke into 
his house or place of work or stole his car and he would be totally responsible if there 
was a fire. There was evidence that his early life experiences had led to core beliefs 
about himself being incompetent and useless. He therefore tried to do things perfectly 
and not making mistakes because he believed that if he made mistakes or did not do 
things perfectly this would prove he was useless and incompetent (conditional 
assumption). His OCD behaviour seemed to relate to these underlying beliefs and 
seemed to be a compensatory strategy to try and avoid his beliefs that he was useless 
and incompetent.
Intervention: Previous behaviour therapy had not been beneficial, the sessions 
available were limited and the client was requesting help in managing his symptoms 
of OCD. CBT therefore seemed the most appropriate intervention because of these 
factors and because it is a therapy with known efficacy in the treatment of OCD. 
Following initial work on engagement and discussion of the CBT model, the client 
was helped to develop skills in eliciting and challenging the beliefs connected with his 
OCD. Particular focus was paid to helping him develop skills in assessing the feared 
outcome, assessing his level of responsibility, engaging in behavioural experiments 
and working on his self-esteem.
Outcome: The client developed the cognitive skills outlined above and had 
experienced a decrease in his appraisals of intrusions as catastrophic and a decrease in 
his sense of responsibility for events. He continued to hold very critical self-beliefs, 
but this issue was only worked on towards the end of the nine sessions. He was 
encouraged to continue using the CBT skills in order to continue working on the OCD 
and self-beliefs. His BDI-II score had fallen from 19 points (mild depression) to 1 
point (no depression).
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Summary of PLD Case Report
Title: Description of assessment, formulation and intervention with a client who had 
a severe learning disability and was referred for help with bereavement issues.
Details of Referral / Main Presenting Problem: A woman in her late 40s was 
referred to the Community Learning Disability Service by her residential home key 
worker. The staff were concerned that she seemed to be confused and did not seem to 
understand that her father and brother had died. The client was also becoming 
anxious and upset when staff or other residents were out of the house and at other 
times would throw things in anger. These behaviours were uncharacteristic for her. 
The staff wanted to know how to help the client.
Assessment: The client was seen together with her key worker because the client had 
a severe learning disability, severe difficulties with expressive communication and the 
key worker’s presence was helpful in making the client feel more relaxed and in 
helping with communication difficulties. A general psychological assessment was 
adapted to meet the client’s needs including keeping sentences short and simple. 
Closed questions were used because the client found open questions too difficult. The 
item reversal technique was therefore used to check for possible acquiescence.
Formulation: The client was having difficulties coming to terms with the death of 
her father and brother. Her symptoms were not of the duration or intensity that 
suggested complicated bereavement, but this could develop if she was not able to 
work through her grief. There was evidence that an adapted form of Worden’s Grief 
Model could be effective in helping PLD to work through their grief (Elliott 1995, 
Read et al 1999). The formulation within this model suggested that the client was 
stuck at the first stage of grieving, accepting the reality of the loss, and could therefore 
not begin working through her grief.
Intervention: The intervention included using photos to talk about her father and 
brother and to clearly and sensitively explain that they had died and would not be 
coming back. Once she had begun to accept the reality of the loss the work began to 
also focus on helping her to begin working through the pain of grief. This included 
helping her to develop an emotional vocabulary by using pictures of emotions to help 
her begin to differentiate between emotions. The book “When Dad Died” (Sireling & 
Hollins 1991) was used to talk about emotions people could experience when 
someone dies and to begin talking about her emotions. Guidelines were developed for 
staff to help them continue this work.
Outcome: The available sessions were limited, but during this time the client had 
begun to develop a basic emotional vocabulary and had begun working through the 
first two stages of mourning. If the staff could continue to facilitate her in continuing 
to work through her grief it may prevent her being at risk of developing a complicated 
bereavement reaction.
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Summary of Child Case Report
Title: Description of the assessment of a child referred to the Child and Family 
Service due to developmental delay and behavioural problems.
Details of Referral / Main Presenting Problem: A 6-year-old child was referred to 
the Child and Family Service due to developmental delay and behavioural problems. 
Previous assessments by the Speech and Language Therapist (SALT) suggested 
evidence of language delay. The Paediatric assessment suggested delays in motor 
development; fused bones in her lower arms and repeated urinary tract infections, 
which led to scarring on her left kidney. She also had a large cyst on her right 
shoulder, which had led to thinning of her shoulder bone, which was therefore 
vulnerable to fracture. Assessments for chromosomal abnormality were negative and 
Paediatrician could not identify any syndrome to account for the client’s cluster of 
problems.
Assessment: Initial interviews with the client and her parents suggested that the client 
could be over-tactile with other people. She had, for example, hung onto the 
headmistress’s leg when she first met her and would often approach young children, 
cuddle them and stroke their hair. The behaviour did not appear to be sexualised and 
there were no other behaviours of concern in this area. The client also took 
conversations literally, did not understand jokes, had rituals that came and went and 
her mother said she had seemed to develop differently from her sister and she often 
needed to simplify her language and use visual cues to help the client understand 
things.
Formulation: The initial sessions suggested the possibility of intellectual 
impairments and some behaviour that could be consistent with Autistic Spectrum 
Disorder (ASD). Further information was therefore gathered to either refiite or 
support these preliminarily hypothesis.
Further Assessment: The client’s intellectual functioning was assessed using part 
one of the Leiter International Performance Scale and the Wechsler Preschool and 
Primary Scale of Intelligence-Revised. Assessments for possible ASD included the 
pragmatic profile; The Australian Scale for Asperger’s Syndrome and the Gillam 
Rating Scale for Autism. Observations were undertaken at school and in the clinic.
Formulation and Intervention: The assessment suggested intellectual impairment; 
delays and anomalies in language development; limited functional and symbolic 
pretend play and some inappropriate interactions with others. Some of her behaviours 
were consistent with the Autistic Continuum, although she did not appear to meet the 
diagnostic criteria for Autism or Asperger’s Syndrome (DSMIV, ICD 10 or Gillberg 
& Gillberg). There was no evidence that her behaviours were consistent with 
alternative hypotheses, for example impulse control problems, attachment difficulties 
or childhood sexual abuse. The results of the assessment were fed back to the family. 
It was agreed that the client would be re-assessed at a later date to assess for any 
changes in behaviour over time. She was re-referred to the SALT for assessment of 
pragmatic difficulties.
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Summary of Specialist Case Report
Title: Description of an assessment, formulation and a Cognitive Analytic Therapy 
intervention with a client referred due to unresolved issues about her childhood.
Details of Referral / Main Presenting Problem: The woman in her early thirties, 
with a history of Bipolar Affective Disorder who referred to the Psychology Service 
due to unresolved issues about her childhood.
Assessment: A general psychological assessment was completed and an assessment 
for suitability for Cognitive Analytic Therapy.
Formulation: The formulation within the CAT model suggested that the client’s early 
experiences had led to the development of a number of unhelpful reciprocal roles.
This included the rejecting / rejected; controlling & rejecting / submissive & rejected 
and the bullied / submissive reciprocal roles. The client did not trust other people due 
to her earlier life experiences, for fear that others would hurt and reject her. She 
therefore kept people at a distance, but therefore rejected her own needs. She also 
tended to avoid and suppress her own feelings because she was frightened that they 
would over-power her. When her feelings became overwhelming and she had 
difficulty keeping them buried, she would engage in frenetic activity in order to try 
and avoid her feelings.
Intervention: Initially CAT therapy was undertaken to help the client have the 
opportunity to talk about her past and how this had affected her in a way that felt 
supportive and manageable for her. It also aimed to help the client develop 
alternative ways of managing and coping with her feelings that would not require her 
to use avoidance to such a degree. During the therapy a significant family member 
died, who was a central figure from her past. It was therefore decided that it was 
inappropriate to continue looking at the issues of her past at this stage and instead to 
undertake some bereavement work and to continue helping her work on developing a 
range of coping strategies in order to try and prevent the possibility of another 
admission to hospital.
Outcome: The client was able to gain a better understanding of the difficulties in her 
life and how she coped with them. She was able to develop a range of coping 
strategies instead of just using avoidance. She felt that these had helped her to cope 
better with the death of this significant person.
117
Case Report Summaries
Summary of Older Adult Case Report
Title: Description of the neuropsychological assessment of a client who was referred 
to address whether there was evidence of further cognitive decline since the previous 
assessment.
Reason for Referral / Main Presenting Problem: A man in his early 60s was 
referred to the Older Adult Psychology Service by the Consultant Psychiatrist for a 
neuropsychological re-assessment. The family thought the client had experiencing as 
worsening of his memory problems and tended to loose track of conversations. The 
Psychiatrist was requesting a re-assessment in order to assess whether this was the 
case. The client had a history of depression and the assessment was therefore a 
differential / dual diagnosis assessment.
Assessment: Following an initial meeting with the client and his wife, which 
involved taking a history, as well as a review of the notes and previous assessment 
data. A number of psychometric assessments were administered in order to answer 
the referral questions, including the Beck Depression Inventory-II; WAIS-III; 
Weschler Memory Scale ; Rey Osterrieth Complex Figure Test; Memory for Designs 
Test: Kendrick Cognitive Tests for the Elderly; CAMDEX part of the CAMCOG-R.
Formulation: The assessment suggested evidence of a cognitive decline from the 
previous assessment undertaken. The client’s verbal abilities appeared to be 
preserved, with evidence of good comprehension and vocabulary. There was 
evidence of a significant discrepancy between his verbal and performance IQ and 
evidence of visuo-spatial difficulties, both of which were not present at the previous 
assessment. There was evidence of poor working memory and problems with 
sequencing and construction tasks. Although there was evidence of severe depression, 
which is likely to have affected his performance, there was sufficient evidence to 
suggest the results could not sufficiently be accounted for by depression. This 
therefore suggested some organic impairment in addition to depression and did 
suggest further decline in is intellectual functioning.
Intervention: The results of the assessment were fed back to the client and to the 
Consultant Psychiatrist. The client was referred for psychological therapy to help 
with his severe depression.
118
Service Related Research Project
Service Related Research Project
Service User and Carer Involvement in a Service for Older People: A Pilot Study 
to Investigate Current Involvement and Future Directions
SEPTEMBER 2000
119
Service Related Research Project
Abstract
Title
Service User and Carer Involvement in a Service for Older People: A Pilot Study to 
Investigate Current Involvement and Future Directions.
Objectives
To assess staff, service user and carer views about current and future involvement in 
the older people’s service.
Design
A qualitative, pilot study using a focus group methodology.
Setting
The research was carried out fo r South West London and St George’s older people’s 
service.
Participants
Staff, service users and carers, selected to gain a representative sample o f individuals 
within the service.
Measure
Semi-structured group interviews were taped and the tapes were transcribed. The 
data was analysed using thematic content analysis.
Results
The pilot study revealed that service user and carer involvement consisted mainly o f  
information giving and consultation. There was evidence o f a lack o f  a clear policy or 
procedure for information giving and variability in information giving.
Service level involvement tended to be limited and there appeared to be no 
involvement in audit or purchasing level decisions and little involvement in research.
Conclusions
Local and national recommendations are discussing the need for increased service 
users and carers involvement in decisions about care and service level decisions. 
Asking staff, service users and carers about their views and experiences can help to 
clarify the current level o f involvement and offer suggestions fo r  improvement. This 
pilot study was the first step in this process and could help with the development o f  a 
policy fo r  increasing service user and carer involvement in the service.
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1, Introduction
It is widely recognised that the views of service users and carers about NHS services, 
is important in the development of good quality and effective health care (Kelson 
1996; Bowl 1996; Joule 1993; Frater 1992). Seeking service users and carer views 
can provide valuable information about the services and treatments being received 
(Bowl 1996); can increase satisfaction with the service and can improve the quality of 
care (Kelson 1996).
1.1. Service User and Carer Involvement in Mental Health in Britain
Service user involvement in the health service has been evident in British literature 
from the 1980s (Rudman 1996). British legislation began to highlight service user and 
carer participation from 1990, with the NHS and Community Care Act (cited in Bowl 
1996). Since then additional legislation and national recommendations have 
continued to discuss the level of involvement that service users, carers and the public 
should have in Health Care, as described by Kelson 1996 and summarised in Table 1.
Table 1.  Legislation and national recommendations about service user and carer 
involvement as described by Kelson 1996.
Legislation and national 
recommendations
Recommendations in relation to service user and 
carer involvement
The Patient’s Charter 
(1991)
This gave service users the statutory right to 
information.
NHS Management 
Executive (NHSME 1992)
Recommended wider public involvement in NHS 
purchasing and a move away from one-off consultations 
towards ongoing involvement.
The Clinical Outcomes 
Group (COG 1994)
Recommended public involvement in every stage of the 
audit process
NHS Executive (1995) Suggested service users and carers should have a greater 
influence on all aspects of care and service provision.
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1.2. Levels of Involvement
The word involvement can represent a variety of levels of participation from 
information giving to consultation to working in partnership to consumer control. 
This can be represented as a participation continuum (Hickey & Kipping 1998) as 
outlined in figure 1.
Information / Consultation Partnership User Control
explanation
Consumerist Democratization
Figure 1 -  The Participation Continuum, as described by Hickey & Kipping 1998.
Service user and carer involvement in the Health Service in Britain has consisted 
mainly of ‘post hoc’ consultations once plans had been decided (Bowl 1996; Dening 
& Lawton 1998) or involvement centered around ‘cosmetic’ decisions, like decor for 
buildings (Joule 1993). Even when consumers have been involved in earlier stages of 
consultation, they have tended to only be involved in committees that lacked real 
power to make decisions (Bowl 1996). In the majority of cases, services have 
continued to hold the power to make decisions about patient care, resource allocation, 
quality initiatives and changes within the health service (Dening & Lawton 1998).
1.3. Factors that Inhibit Involvement
Services have tended to lack the ‘organisational infrastructure that facilitates effective 
user involvement’ (Kelson 1996); have lacked clear aims and objectives for 
involvement (Bowl 1996; Kelson 1996) and have not differentiated between 
educating, informing, consulting and working in partnership with consumers (Kelson 
1996). Service users and carers are therefore likely to find it difficult to access 
decision-making processes (Kelson 1996) and may be unclear about the purpose or 
extent of their involvement. Professionals tend to feel that they hold the ultimate 
responsibility for the allocation of limited resources and therefore need to hold the
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power to make these decisions (Dening & Lawton 1998). This is likely to affect the 
amount of commitment that services’ have to increasing service user and carer 
involvement (Kelson 1996).
Limited involvement can also result from consumer reluctance to be involved. Bowl 
(1996) identified that service users were often reluctant to be involved in committee 
meetings due to lack of knowledge about the structure of services, budgeting and 
planning issues. They were also reluctant because they lacked confidence to speak up 
in meetings when other people seemed so confident with the process; did not always 
feel listened to or did not understand the jargon being used (Bowl 1996).
Carer reluctance to be involved may result from a lack of time or energy to be 
involved due to their caring role or a reluctance to openly criticise a service that they 
are receiving help from (Dening & Lawton 1998).
1.4. Recent Recommendations
More recent national recommendations are stressing the need to move away from one- 
off consultations with service users and carers towards full participation at all levels. 
This is highlighted by, for example, the National Service Framework for Mental 
Health (NSF 1999), which has proposed that service users and caregivers need to be 
involved in all aspects of local service planning, delivery and monitoring: The NSF 
for Older People will not be available until the end of 2000, however it is expected to 
also highlight the need for service user and caregiver involvement. In addition ‘Forget 
me Not’ (2000), an Audit Commission Briefing is recommending the need for a 
policy on involvement of users and carers in “assessments and decisions about care”.
Local strategic planning groups have already begun to highlight the need for increased 
service user and carer involvement, as summarised in table 2.
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Table 2 -  Recommendations from Local Planning Groups about involvement
Local Planning Groups Recommendations
The Strategic Framework for 
Mental Health in London 
(2000)
Services should focus more on increasing service user 
participation, particularly during the assessment phase 
and when making treatment decisions. They should be 
provided with clear information about how to access 
the assessment process.
A Mental Health Strategy for 
London, Carers Advisory 
Group (2000)
The opinions of carers should be “sought and listened 
to” and carers should receive information about their 
rights and details about the services that are available 
including emergency services and respite care.
Services need to have clear proposals about how carers 
will be involved in the planning and provision of local 
services.
ICMHG (2000): 
Benchmarking of the South 
West London & St Georges 
Trust against other inner city 
trusts
The service was better than average at offering a high 
level of contact to caregivers and service users and at 
asking service users views through satisfaction 
surveys. However other Trusts, on average, had made 
better progress in terms of user support and 
involvement.
2. Rationale For Research
In the light of both national and local recommendations, the South West London and 
St George’s Trust, older people’s service wanted to improve on service user and carer 
involvement in the service. Sara Turner, Deputy Clinical Director and Head of 
Psychology Services for Older People and Sue Wilkinson, Service Manager therefore 
commissioned the research.
3. Objectives / Research questions
This current research was a pilot study, whose objectives were to assess:
1. Professionals views about service user and carers current and future involvement 
in the older people’s service.
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2. Carers arid service users’ knowledge about different aspects of service delivery 
and their views about their current and future involvement in the older people’s 
service.
4. Method
4.1. Procedures
4.1.1. Desisn o f Study
A qualitative, focus group methodology was chosen for the exploratory pilot study as 
it is a useful way to gain information about a range of views, perceptions and 
experiences and can provide an environment where participants feel safe to share their 
views (Gray-Vickrey 1993).
4.1.2. Ethical Avvroval
The ethics committee stated that ethical approval was not necessary because the work 
was being carried out as part of normal practice. (Appendix 1.)
4.1.3. Desisn o f  the Measure
The researcher devised the final version of the semi-structured interview (Appendix 2) 
following consultation with the supervisors. A pilot staff group was run and was found 
to elicit the type of information needed to answer the research questions. The one- 
hour pilot group was found to be too short, so subsequent groups were ninety minutes 
long.
4.1.4. Participant Selection
Participants were staff, carers and service users selected to gain a representative 
sample of individuals within the service including participants from different areas of 
the service; staff from different professional groups and service users and carers 
representing people with both functional and organic difficulties. The carers were all 
informal (non-professional, unpaid).
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Staff were invited to participate via direct contact with the researcher, service users 
and carers via contact with community key workers and hospital staff. The details of 
the final groups are outlined in table 3. Information and a confidentiality policy were 
sent to all potential participants (Appendix 3.)
Table 3 -  Participants involved in the Focus Groups
Pilot Staff Group 4 participants: 2 psychologists, representative from managers 
and one of the head CPN’s.
Staff Group 4 participants: A CPN from two different teams; day hospital 
representative; ward representative.
Consultant
Interview
1 participant: Consultant. It was planned to have a 
consultant group, but time constraints meant this was not 
possible for other consultants to meet within the time-scale of 
the research. The individual interview followed the same 
format as the focus groups.
Service User Group 7 participants: 1 client with dementia, 6 with functional 
illness. All were day hospital and ward clients. All the 
community participants cancelled on the day of the focus 
group. One due to family illness, one because they did not 
wish to return to the hospital, where the meeting was being 
held, and one did not attend but left no message.
Carer Group 1 4 participants: representatives of carers of clients with 
organic and functional illnesses. All were partners of clients 
and all were above 80 years old. All were carers of 
community based clients.
Carer Group 2 4 participants: due to the small numbers, who attended for 
the first carers group, it was decided to run a second group. It 
was decided to include carers of ward or day hospital clients 
and at least some younger carers, as these had not been 
represented in the first group due to cancellations and non- 
attendance by some participants. The group included cares of 
clients with organic and functional illness. 2 were spouses of 
service users and 2 were children of service users.
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4.1.5. Confidentiality & Consent
Consent to taping and verbal agreement for the confidentiality policy was sought at 
the beginning of each focus group. Written consent to taping was sought from service 
users and carers (a copy of the consent form is contained in Appendix 4).
4.2. Measures
A semi-structured interview format was devised to encourage discussion between 
group members and to ensure consistency of questioning across all groups. Initially 
participants were asked a broad question about involvement in decisions about care. 
This was followed by more specific questions to cover any areas not mentioned like 
information giving, care planning; treatment decisions, or how they would like to be 
involved in these areas. Following this, a broad question was asked about 
involvement in running and developing the service and specific questions were asked 
if particular areas like involvement in committees, planning groups, audit or research 
were not mentioned.
4.3. Conducting the Focus Groups
Following the pilot group, four further focus groups were run, one staff, one service 
user and two carer groups, due to the small number of carers in the first group. One 
consultant was seen individually, using the same format as the focus groups, due to 
the difficulty in arranging a consultant focus group in the time available.
Attempts were made to take account of possible group dynamics including the 
possibility of ‘group conformity’ to one particular view, for example, due to social 
desirability effects or the dominance of one person due to their position or personality 
(Diwan and Littrell 1996). Staff at the consultant level or service manager level were 
therefore seen separately. In addition, all participants were encouraged to give their 
views throughout the research and individuals who did not contribute were directly 
asked about their views. It was felt that this would also take account of the possible 
effect known as ‘social loafing’, which is the tendency for particular individuals to 
reduce their participation when in a group situation (Diwan and Littrell 1996). The 
focus group sessions were taped and notes were taken in case the tapes failed.
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4.4. Data Analysis
The eight hours of tapes were transcribed and analysed using a thematic content 
analysis, as described by Day (1993) & Krippendorf (1980). This method of analysis 
enables “replicable and valid inferences” to be made from the data (Krippendorff 
1980). It therefore seemed a useful way to gather valid information about 
participants’ views and experiences in order to answer the research question. The 
stages of analysis are outlined in table 4. The validity of the themes were checked by 
assessing inter-rater reliability. A third person looked at one of the transcripts using 
the categories and definitions developed by the researcher. The agreement was 95%, 
suggesting that the categories were valid.
Table 4  -  Stages involved in the analysis o f  focus group data
Stages of Analysis Activities involved in each stage of data analysis
Stage 1 Each transcript was examined separately and categories were 
developed from the data, bearing in mind the research 
question
Stage 2 Definitions of categories were developed, which led to the 
further refinement of categories, for example by collapsing 
together categories represented the same ideas and separating 
out themes that seemed better representing in distinct 
categories.
Stage 3 The themes and categories were compared across all the 
transcripts to examine similarities, patterns and differences of 
the themes across the data. The original transcripts were also 
examined again in order to ensure that the categories did 
appear to accurately represent the original data.
5. Results
Due to limitations of space, only the main themes that emerged from the research will 
be discussed, which are information, choice and involvement in decision making.
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5.1. Information
5.1.1. Staff discussions
Discussions revealed that information giving was influenced by staff views about 
what was relevant or appropriate to service users and carers needs (quotes 1 & 2, 
appendix 5). It was also influenced by service users and carers ability to ask for 
additional information and by staff views of what information was appropriate, 
depending, for example, on whether the person had functional or organic difficulties 
(quote 3). Carer information was also influenced by service user consent or if the 
service user was unable to give consent, by staff views of what information carers 
needed (quote 4).
There was evidence from the staff groups that information giving varied across 
different staff members and there was no standard policy or procedure for information 
giving (quote 5).
5.1.2. Service User Discussions about information
Service users identified that certain information was available to all, like what to do in 
an emergency, while other information, like diagnosis or treatment tended to be given 
if the service user asked about this. Information about particular professionals was 
mainly given if the service user was referred to that professional.
One service user seemed happy with this system (quote 6, appendix 5), while the 
majority felt that staff should be proactive about giving information and asking views, 
because they felt many service users found it difficult to be assertive (quote 15).
5.1.3. Carers Discussions about Information
The majority of carers said they gained information by speaking to ward staff or 
Doctors. There was evidence of variability in information giving for different carers. 
Some carers were given information about diagnosis, treatment or the timing of events 
following admission to the ward without having to ask, but others needed to ask for
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this information (quotes 7, 8 & 9). Carers all agreed that they had not been given 
information about the range of services or treatments available or about CPA.
Figure 2 summarises the influences on information giving, identified by staff(s), 
service users (su) and carers (c).
The level of service accessed 
e.g. community versus hospital (s)
Staff judgements about what 
information is necessary or relevant (s)
Factors identified 
as influencing the amount of 
information given to 
service users and carers
Client consent to giving V 
information to carer (s)
Staff judgements about whether 
information should be given (s)
Whether service users or carers 
ask for information (c, s, su)
The services or treatments 
offered to service users (s, su)
Figure 2 - Factors identified by staff service users and carers as influencing information
giving
A number of the service users and carers were unclear about the roles of different 
professionals and some were unable to differentiate between a social worker and a 
CPN. The majority talked about psychiatric, G.P., voluntary and social services as if 
they were all part of the same service. None of the service users and carers knew 
about CPA.
5.1.4. Information Wanted
Table 5 outlines the changes to current information giving that were discussed by 
staff, service users and carers.
5.2. Choice
The factors identified by the groups as effecting choice for service users and carers are 
summarised in figure 3 & 5.
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Table 5 -  Information staff, service users and carers would want
Information wanted Staff Service Users Carers
Clear picture of roles of 
professionals and what 
they do
All Not mentioned All
Diagnosis Functional -  yes. 
Organic -  some 
staff agreed, others 
were unsure.
Yes and majority 
said without 
having to ask.
All
Side effect of 
medication
Some mentioned 
this. Not mentioned. All
Possible alternative 
treatments
Some agreed -  
perhaps for 
treatments with 
proven 
effectiveness.
Not mentioned. All
Care Programme 
Approach
Some -  more 
formal
involvement. Some 
staff were 
concerned about 
involvement if 
person had organic 
difficulties, as 
diagnosis explicitly 
stated on CPA.
All All
Clear communication 
about what doing and 
why
Some staff agreed. 
Some concerned if 
behaviour 
problems, organic 
difficulties as not 
easy to explain 
why assessing 
them.
All All
Earlier information 
about what will happen 
after admission to ward 
and when
Not mentioned. Not mentioned. One person.
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5.2.1. Staff Discussions about Choice
Staff suggested that service users were not offered a whole range of treatments or 
services from which to make a choice (quote 10, appendix 5). All staff identified 
organic difficulties, like dementia, a lack of insight or concerns about risk as possibly 
limiting choices (quote 11). Some staff identified resource limitations as effecting the 
availability of choices. In addition, staff identified that choice for carers, about their 
relatives’ care, was effected by whether the client consented to their involvement.
Factors that 
affect the level of ■ 
choice that 
service users have
Judgements made by staff 
about the ability of 
service users to make 
choices
Ability of service user to 
ask for what they want
Judgements made by staff 
of what the service user 
needs
Staff and service users 
beliefs about whether they 
have sufficient knowledge 
e.g. about possible 
treatments, to be able to 
make a choice
Resource limitations that 
affect whether there are 
choices to offer
Figure 3 -  Factors influencing level of choice for service users 
5.2.2. Service User Discussions about Choice
The majority of service users said they had no choice over treatment decisions or 
professionals they saw. Some service users wanted choice in this area, but two service
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users felt they lacked the knowledge to make these choices (quote 12). The majority 
of service users said they had not been given a choice over the day hospital groups 
they attended (quote 13) and identified that choices could be influenced by their 
ability to assert themselves (quote 14).
Factors that 
affect the level of 
choice that carers 
have
Carer may be more 
involved in making choice 
if service user is unable to 
make decisions
Service user consent to 
carer involvement
Resource limitations that 
affect whether there are 
choices to offer
Ability of carer to ask for 
what they want
Judgements made by staff 
of what the service user 
needs
Figure 4 - Factors effecting choice for Carers 
5.2.3. Carer Discussion about Choice
Three carers identified that where their relative lived or how boundaries were 
structured could limit choices because they were limited to professionals and services 
available in that area.
134
Service Related Research Project
5.2.4. Choices Wanted
The groups were not directly asked about the choices they would want. However 
Table 6 summarised the groups’ comments.
Table 6 -A reas o f choice wanted, as identified by staff, service users and carers
Areas where 
additional choice 
wanted
Staff Service Users Carers
Choose day 
hospital groups 
attend.
Not mentioned All Not mentioned
Be involved in 
choosing home 
service user goes 
into.
Not mentioned Not mentioned Mentioned by two.
Involved in 
choosing 
professional see.
Some staff said 
could be greater 
choice in some 
areas, but 
acknowledged 
limited resources.
One ‘there should 
be more
psychology, less 
pills’
Some service users 
mentioned this.
5.3. Involvement in Decision-Making
Involvement in decision-making can be divided into decisions about an individual’s 
care and service level decision-making. Decision-making goes beyond being offered a 
choice to actually being part of the decision making process even before choices have 
been decided upon.
5.3.1. Staff Discussions about Involvement in Decisions about Service User’s Care
Some staff felt that service users and carers were involved as much as possible in 
decisions about care because they were asked about their needs, were present at all 
decision making meetings and were able to express their views and make suggestions 
at these meetings. One individual also said that service users made the ultimate 
decision about treatment (quote 16) while another staff member felt that staff made 
the final decisions due to resource limitations (quote 17). This group of staff said that
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involvement could be limited, however, if an individual was unable to identify their 
needs or lacked insight. The other group of staff felt that service user and carer 
involvement was limited to consultation once a choice had been decided upon or a 
recommendation had been made.
5.3.2. Carer and Service User Discussions
All carers and service users said they were not involved in making decisions about 
what would be offered to the service users. Carers said they were consulted about 
recommendations made by professionals and the majority of service users said they 
were just given a treatment without consultation.
5.3.3. Current Involvement in Service Level Decision-making
All groups identified how they were currently involved in service level decision­
making (Table 7). All staff suggested that service users and carers were involved in 
practical day-to-day decision, and had a representative on the reprovison committee. 
One staff mentioned that both carers and service users were invited to occasional open 
meetings, when new projects were planned. However service users and carers were 
not involved in audit, research, or the higher level committees which had real power to 
make decisions.
Service users identified that they were consulted about day to day issues e.g. through 
the suggestion boxes in the day hospital and ward and through day hospital meetings. 
However none were involved in audit or resource allocation decisions and only one 
carer had been involved in research, when their relative was part of a drug trial. A 
large numbers of barriers to involvement were identified by the groups, which are 
summarised in figure 5.
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Table 7 — Service User & carer’s current involvement in running and developing service.
Areas of current 
involvement
Areas identified 
by Staff
Areas identified 
by service users
Areas identified 
by carers
Practical level e.g. 
day to day issues 
on day hospital / 
ward.
Yes Yes No
Reprovison Group One carer & one 
service user rep.
No No
New service 
projects e.g. 
practical factors 
like size building, 
staffing etc.
Yes No No
Attending 
occasional meeting 
about new projects.
Some service users 
and carers attend.
No No
Audit No No No
Research No No
One person only -  
drug trial.
Committees that 
decide about 
resource allocation 
& budget issues.
No No No
Receive
information from 
higher level 
meetings that make 
service decisions.
No No No
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Some s.u. preferred to leave 
the job to the professionals (su)
Lack of energy 
to be involved (c)
If have memory 
problems (su)
Time - due to caring role (c)
Focus of interest is on 
own relative (s)______
Hard to understand 
discussions in meetings (su
Lack of real influence 
or power within the service (s)
Barriers to involvement 
in running and developing 
the service
If shy or lacks 
confidence (su)
Lack of encouragement 
from the service (s)
Lack of knowled 
how the service
I Practical C 
timing of n 
substitute 
to attend n
Difficulties - 
meetings, arranging 
care for relative 
meetings (s, c)
May leave hospital 
during time decisions 
being made (su)
Figure 5 -  Barriers to service level involvement identified by staff, service user and carers 
5.3.4. Service Level Involvement Wanted
The level of involvement wanted by staff, service users and carers is summarised in 
table 8. The majority of staff felt that service users and carers should be involved in 
all aspects of service delivery. Some concern was expressed that decisions tended to 
be economically driven and service users and carers would therefore continue to have 
no real power to make decisions (quote 18).
Some service users and carers were very keen to be involved at a service level, while 
others did not wish to be involved, or were only interested in decisions that related to 
their situation or circumstance, The groups also made suggestions for improving 
service level involvement (figure 6).
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Table 8 - Service related decision-making -  areas that staff, service users and carers 
thought service users and carers wanted to be involved
Areas of 
involvement 
wanted
Areas Staff would 
like to see service 
user and carer 
involvement
Areas Service 
Users said would 
like to be involved 
in
Areas Carers said 
would like to be 
involved in
Forum to give 
views.
Y es-A ll Yes - All Yes- All
Consulted about 
service decisions.
Yes- All Some service users Some carers
Involved in higher 
level committees.
Some staff agreed Some carers Some carers
Audit More positive 
involvement in 
audit -  not just 
through complaints 
procedure.
Some Some
Research Yes- All Some Some
Resource 
allocation 
decisions / budget 
decisions.
Some Some Some
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Up to date information about 
the service (c, s, su)
Help with transport (c)
Advance warning of meetings (c)
Greater representation of 
service users and carers 
on committees (s)_______
Representatives who are 
assertive and confident in 
meetings (s)
Real influence I  power 
for service users and carers 
in the service (s)___________
Information in advance 
of meetings to allow time 
to prepare and contribute (c)
Suggestions made to increase 
service user and carer involement 
in developing and running service
Changes to format of 
meetings e.g. slower speed 
and no jargon used (s)
Support and encouragement 
from the service for service user 
and carer involvement (s)_______
Providing sitting service 
so carers can attend (c)
Wider advertising of 
meetings (s)________
Forum for giving views (c, s, su)
Wider advertising of public 
meetings to increase represenation (s)
Figure 6. Suggestions made by some group participants for improving service user and
carer participation.
6. Discussion
6.1. Summary of Results
The pilot study revealed that service user and carer involvement consisted mainly of 
information giving and consultation. Information giving was mainly influenced by 
professionals’ views of what service users and carers needed to know and by service 
users and carers ability to ask for information. There was evidence of a lack of a clear 
policy or procedure for information giving and variability in information giving. 
Consultation on decisions about care appeared to be limited mainly to treatments or 
services that were being recommended and service level consultation tended to be 
limited to occasional meetings, involvement in more ‘cosmetic’ decisions or 
involvement at a level that lacked real power to make decisions. The experiences of 
this group of service users and carers therefore seems to reflect the experience of the 
majority of service users and carers in Britain, as described by Bowl (1996), Dening & 
Lawton (1998) & Joule (1993).
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Staff, service users and carers were able to outline the involvement they would like. 
Differences in the levels of involvement wanted were evident, for example, with some 
service users and carers wanting involvement or information about all service level 
decisions and others only wanting involvement in decisions that related to their own 
circumstances.
6.2. Shortcomings of the Research
The research was a qualitative, pilot study and the sample size was small. The results 
are therefore not generalizable to the whole population (Gray-Vickrey 1993) or to the 
service. It would be important to gather the views of a wider number of service users 
and carers by running another research project and a greater number of community 
service users would need to be included, as they were under-represented in the pilot 
study. It may help to organise meetings away from the hospital site, as this seemed to 
discourage some community participants from attending.
Developing a standardised, quantitative questionnaire for the next phase of the 
research and including a large sample size could help to increase the generalizability 
of the results.
6.3. Influence of the Researcher on the Research
It is important to reflect on the influence of the researcher on the research, when using 
a qualitative methodology (Sherrard 1997; Kreppendorff 1980). As someone outside 
of the service the researcher obviously had the advantages of not having a vested 
interest in participants views of the service (Gray-Vickrey 1993). This may have 
enabled participants to talk freely about their views, as suggested by the content of the 
groups.
The researcher acknowledges a vested interest in attempting to answer the research 
questions, which will obviously effect how the data is examined. There are likely to 
be other, equally valid lenses through which the data could be viewed (Krippendorff 
1980).
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6.4. Recommendations Arising from the Research
Local and national recommendations are discussing the need for increased service 
users and carers involvement in decisions about care and service level decision­
making. Asking staff, service users and carers about their views and experiences can 
help to clarify the current level of involvement and offer suggestions for 
improvement. This pilot study was the first step in this process. It could be followed 
up with an additional piece of research aimed at identifying whether the views of the 
pilot group are representative of the service or whether additional views need to be 
taken into account. This information could then be used by the service to develop a 
policy for involvement.
On the basis of the information gathered from the pilot study there are a number of 
areas where involvement could be improved. Some improvements could be made 
without the need for changes to the ‘organisational infrastructure’, for example more 
proactive giving of information or greater consultation about CPA. However some 
areas of involvement, particularly service level involvement, would involve changes 
to the current organisation, which would require the support and commitment of the 
whole service. The results of the study were fed back to the service in written form 
and via a presentation. The participants were sent a summary of the results 
(confirmation of this in appendix 6).
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Appendix 1: Letter from Ethics Committee
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Dear Dr
Thank you for your letter of 28 January 2000 concerning the proposed project of
This seems to be an audit project and therefore does not require Local Research 
Ethics Committee approval.
Yours sincerely
Chairman
Local Research Ethics Committee
Service Related Research Project
Appendix 2: Copy of Semi-Structured Interview Format
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Template for Carer Focus Group
Procedure: Single carer group
• Identify carers via keyworkers in all three teams
• Invite carers to a special focus group run at the Day Hospital
• Carers of current clients with psychological problems/dementia
Introduction:
1. Scene setting: Who I am, rationale for research
2. Confidentiality
3. Respect for others opinions & encourage everyone to have a voice
4. Aims of the focus group: Examine Service User /  Carer involvement in
a) Service as a whole
b) Their relatives care
Focus Group
Section 1: Carers involvement in relatives care/treatment
How much involvement do you have in decisions about your relatives’ care?
Prompts:
How much information/communication do you have about: .
a) the service in general (Jubilee Day Hospital, access to respite, 
access to services available)
b) type of staff in the service and what they do
c) your relatives difficulties/diagnoses
d) available forms o f treatment -  pro and cons
e) what to do in an emergency -  who to contact?
Have you heard of a process called care planning? [Explanation given after 
this question]
a) Have any of you been consulted about your relatives care plan and 
have you been invited to attend care plan review meetings
b) If  not, would you like to be involved and why?
Do you know what a keyworker is? [Explanation given after this question]
a) Have you meet with your relatives’ keyworker?
b) Has your relatives’ keyworker involved you in your relatives 
care and how?
How are you involved in:
a) decisions about your relatives treatment
b) choosing the professional they see
What are your thoughts about your current level of involvement in your 
relatives care?
a) What makes it difficult for you to be involved
b) Are their any areas in which you would not want to be involved, 
and why?
c) Are there any other ways in which you think you should or could 
be more involved in your relatives care?
What would you need, in order to be more involved in their care?
a) Financial support
b) Carer support?
c) More information -  what information?
d) Carer/user groups?
e) Different communication?
Section 2: Wider involvement in service development
How are you currently involved in helping to develop and run the service?
Prompts:
a) Committee involvement
b) Quality o f the service (audit, clinical governance)
c) Decisions about provision of resources and services offered
d) Research carried out in the service (subjects? Decision about what 
research is carried out or needed?)
Do you think you would like to be more/less involved and if more, in what ways / 
how do you think you could best contribute to improving services? If less, why?
What makes it difficult for you to be involved currently?
Practical difficulties -  timing o f meetings, no carer support 
Psychological difficulties e.g.: lack of confidence, intimidation
What would you need, in order to be more involved in how the service is 
developed and run?
a) Financial support - expenses
b) Carer support? -  sitting services
c) Information -  what would they need to know about?
d) Carer/user groups?
e) Training? -  what sort?
f) Practicalities -  structure and timing of meetings?
Template for Staff Focus Group
Procedure: Two staff groups.
• Pilot staff group -  Psychologists, service managers, to go through process and 
get feedback on the language, method etc.
• CPN’s -  over three teams
Introduction:
1. Scene setting: Who I am, rationale for research
2. Confidentiality
3. Respect for others opinions & encourage everyone to have a voice
4. Aims of the focus group: Look at staff views about Carer/user involvement in 
their own care/relatives care & running / developing the service as a whole
Focus Group
Section 1: User/carers involvement in care/treatment
How do you think clients/carers are currently involved in decisions about their own
liB B
Prompts:
How much information/communication do you think clients/carers have 
about:
a) the service in general (Jubilee Day Hospital, access to respite, 
access to services available)
b) type of staff in the service and what they do
c) their difficulties/diagnoses
d) available forms of treatment -  pro and cons
e) care planning / keyworking
f) what to do in an emergency -  who to contact?
How are clients/carers involved in:
a) decisions about their treatment
b) care planning and care plan review meetings
c) choosing the professional they see
What are your views about the current level of involvement that 
clients/carers have in their care?
a) What makes it difficult for clients/carers to be involved
b) Are their any areas in which you would not want clients/carers to 
be involved, and why?
c) Are there any other ways in which clients/carers should or could be 
involved in their care?
What would clients/carers need in order to be more involved in their 
care?
a) Financial support
b) Carer support?
c) More information -  what information?
d) Carer/user groups?
e) Different communication?
Section 2: Wider involvement in service development
How are clients/carers currently involved in helping to develop and run the service?
a) Committee involvement
b) Quality of the service (audit, clinical governance)
c) Decisions about provision of resources and services offered
d) Research carried out in the service (subjects? Decision about what 
research is carried out or needed?)
Do you think they should be involved more/less and if more, in what way / how 
do you think you could best contribute to improving services. If less, why?
What makes it difficult for clients/carers to be involved currently?
Practical difficulties -  timing of meetings, no carer support 
Psychological difficulties e.g.: lack of confidence, intimidation, lack of 
knowledge, mental health problems restricting)
What would clients/carers need, in order to be more involved in how the service 
is developed and run?
a) Financial support - expenses
b) Carer support? -  sitting services
c) Information -  what would they need to know about?
d) Carer/user groups?
e) Training? -  what sort of training?
f) Practicalities -  structure and timing of meetings?
Template for Client Focus Group
Procedure: Single client group
• Invite clients to a special focus group run at the Day Hospital
• Clients with psychological problems/early dementia
Introduction:
1. Scene setting: Who I am, rationale for research
2. Confidentiality
3. Respect for others opinions -  encourage everyone to have a voice
4. Aims of the focus group: Look at clients / carers involvement in:
a) Service as a whole
b) Their own care
Focus Group:
Section I: Clients involvement in care/treatment
How much involvement do you have in decisions about your care?
Prompts:
How much information/communication do you have about:
a) the service in general (Jubilee Day Hospital, access to respite, 
access to services available)
b) type of staff in the service and what they do
c) your difficulties/diagnoses
d) available forms of treatment -  pro and cons
e) what to do in an emergency -  who to contact?
Have you heard of a process called care planning? [Explanation given after 
this question]
a) Have any of you been consulted about your care plan and have you 
been invited to attend care plan review meetings
b) If  not, would you like to be involved and why?
Do you know what a keyworker is? [Explanation given after this question]
a) Have you meet with your keyworker?
b) Has your keyworker involved you in your care... and how?
How are you involved in:
a) decisions about your treatment
b) choosing the professional you see
What are your thoughts about your current level of involvement in your 
care?
a) What makes it difficult for you to be involved
b) Are their any areas in which you would not want to be involved, 
and why?
c) Are there any other ways in which you think you should or could 
be more involved in your care?
What would you need, in order to be more involved in your care?
a) Financial support
b) Carer support?
c) More information -  what information?
d) Carer/user groups?
e) Different communication?
Section 2: Wider involvement in service development
How are you currently involved in helping to develop and run the service?
a) Committee involvement
b) Quality o f the service (audit, clinical governance)
c) Decisions about provision o f resources and services offered
d) Research carried out in the service (subjects? Decision about what 
research is carried out or needed?)
Do you think you would like to be more/less involved, and if more, in what 
ways/how do you think you could best contribute to improving services? If less, 
why?
What makes it difficult for you to be involved currently?
a) Practical difficulties -  timing o f meetings, no carer support
b) Psychological difficulties e.g.: lack of confidence, intimidation
What would you need, in order to be more involved in how the service is 
developed and run?
a) Financial support - expenses
b) Carer support? -  sitting services
c) Information -  what would they need to know about?
d) Carer/user groups?
e) Training? -  What sort?
f) Practicalities -  structure and timing of meetings?
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16 May, 2000
Dear Sir/Madam,
I am writing to ask if you, as a user of the service, would be interested in being 
involved in a project looking at the involvement of users and carers in the Older 
People’s Service.
We would like to seek your views on how you are currently involved in deciding 
about your own treatment, and how you are involved in running and developing the 
service. We are also keen to hear your views on how you would like to be involved in 
decisions about your own care and about how the service is run.
We will also be talking to carers to hear about how they are currently involved in 
decisions about care and how they would like to be involved. Staff will also be asked 
their views on both carers and clients current involvement, and how they should be 
involved in decisions about their own care and in running the service.
The first stage of the project involves having a meeting (focus group) with a group of 
service users to discuss your views about your involvement in the service and service 
development. Tara Daniels, who is a Trainee Clinical Psychologist, will be 
organising these group meetings. The groups will be tape-recorded and somebody 
will take notes to ensure that we do not miss any information. The information will 
then be summarised highlighting the key points and themes discussed. No names will 
be attached to the information in order to maintain confidentiality and to ensure that 
people feel able to give their views.
Your involvement in this project would be much appreciated. If  you do agree to 
participate, please could you let • know and he will give you further
details.
Yours sincerely
Service Manager 
Older People’s Services
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I agree to be involved in the focus group in accordance with the 
following conditions:
1) The write-up will summarise the main themes and issues from the 
group.
2) It will not include any names or other features that would identify 
any individuals.
3) The tape and notes from the group will only be used to analyse the 
data from the focus groups.
Signature of participant: 
Date:
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Quotes from Transcripts referred to in the result section.
Quote 1.
“...I think that in the preamble you start saying that we work as a team, that 
the team consists o f  psychologists, social workers, occupational therapists 
and things like that, but if, obviously if, they are referred to Day Hospital 
then you have to explain everything, what is the day hospital and how it 
functions and what to expect and what is expected o f  them... ”
Quote 2.
u...for patients who need to come to hospital... either as an inpatient or as a 
day patient, to them we explain that is, the details o f  the Care Programme 
Approach and things like that, but fo r  community patients who has what is 
known as a minimal CPA, I  think the explanation o f  that management plan 
and also who will be the person who is following up is sufficient, otherwise 
the patient will be totally confused talking about other people whom the 
patient may not see or will not have any involvement at all, maybe there is no 
need to... ”
Quote 3:
s‘ ...Sometimes I  show a care plan to clients it will depend on the client. I  
think again it’s about organic versus functional clients and what sort o f  
presenting problems there are. Perhaps behavioural difficulties, it may be
inappropriate to say, well this is why I  am coming, I ’m going to do an 
observation, I ’m going to this, I ’m going to do that... ”
Quote 4.
“...Again as I  said my practice is first ask the patient and i f  the patient is able 
to give consent and i f  the patient agrees that a carer should know, the carer 
will be told. Sometimes the patient is unable to give consent as a result o f  
dementia or something, obviously we ask the carer, depending upon the type 
o f  carer, say fo r  example i f  it is a neighbour then I  may not give the precise 
diagnosis about them and will say something general like there is a problem 
with the memory, but I  wouldn’t say the patient has Alzheimer’s disease, 
unless it is importantfor the neighbour to know... ”
Quote 5.
“...we were talking about what the current practice in the service was and 
found some discrepancies but also a tendency not to use the work dementia 
and to describe things in terms o f memory problems... ”
Quote 6.
...it is up to you to ask them how you are, I  think... ”
“ ...It is up to the patient to, to communicate with the Doctors... ”
Quote 7
R Have you been given information about your relatives difficulties and
their diagnosis?
C4 No.
R You haven’t.
C2 I  have because I  constantly ask how things are.
Quote 8.
“...but they’re giving myfather medication, you know, sedatives, 
tranquillisers. They talked about undesirable side effects. But only when I  
press because I  really like to know what they are giving him, what the side 
effects are, what else they could try, i f  there is anything... ”
Quote 9.
“...Every time I  phone they are very helpful and they tell me how he is... but I  
have to seek out information all the time... ”
Quote 10.
“...I think by and large people don’t have a sense o f  their being a menu o f  
different services, a range o f different things that are on offer... ”
Quote 11.
“...[if]someone else had decided that someone needs monitoring fo r  their 
own safety or fo r  their own well being and that that’s more difficult and is 
potentially imposing things... ”
Quote 12.
"... Well I  don ’t think you really, well o f  course the patient doesn’t really 
know, I  suppose, what treatment should be given to them, but you don’t really 
get told a great deal about your treatment. You are just given it more or less 
but I  have no complaint about that.. . ’’
Quote 13
“We are just told what we are going to do or what is happening. We are 
never questioned about whether we think is right or wrong. What we do 
during the day say, we get in groups right, we suddenly fin d  we are in that 
group. We are not questioned first whether we would like to do it or not, you 
might not like doing. ”
Quote 14.
“...the onus i f  very much on us. ”
Quote 15.
“ I ’m different, I f  I  don’t like something I  say, but see not everyone’s like that 
though, I  think probably the staff could say now and again, approach people 
and say, (are you happy with what we are doing or the group you are in ’,
‘cos I  think not everyone can push themselves forward. ”
Quote 16.
“ ...Basically it is they who decide ultimately, unless o f  course they are so 
impaired that they can’t decide fo r  themselves, but fo r  people who can decide 
fo r  themselves they are given a choice... ”
Quote 17.
“...She actually say what she needs and what she wants, we then have to 
decide what is a need and what is just a want and try and prioritise... I  would 
probably have the last say... ”
Quote 18.
“...I think it’s a question o f  it being tokensistic and the whole question o f  
whether they can actually influence things, given what we were talking about 
the whole thing being economically driven anyway... ”
Quote 19.
“...I kind o f  agree with *PS1 ’, in terms ofperhaps in allowing clients to have 
more powerful voice in an organised way... I  wonder how much they would 
prefer to be involved at that level rather than at the strategic level. I  don ’t 
know how many clients and carers would be interested in the strategic level, 
whether at the strategic level they are always going to try and pull it down to 
the, you know, ‘when is this going to happen ’ or what does it actually mean 
at a practical level... ”
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Dear Tara,
Thank you for sending me a copy of the write-up of your work with staff, users and carers. It has 
been circulated within the Clinical Audit Group for the service where we are focusing on how to 
involve users and carers.
Also, I can confirm the date for your presentation to the Journal Club for the service for older 
people is 18th December. The Journal Club is held in Jubilee Day Hospital activity room from 
12.15 to 1.15 (lunch provided from 12.00). If you would like an overhead projector, please would 
you ask to book it and for it to be brought to the dav hospital for
12.00. It would be useful to discuss with you whether you wouid like most of the session to be a 
formal presentation about the study and feedback from it or whether you would like to do a 
shorter presentation and then help to facilitate discussion of how to move forward by breaking 
into smaller groups. My experience is that discussion rarely takes place in the full Journal Club 
group as there are usually 25 to 30 people thefe. What do you think? We need to discuss it at 
least a week ahead of time.
I hope that will be able to be present too and I am copying this letter to her.
With best wishes,
Yours sincerely,
Consultant Clinical Psychologist
Literature Review
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Introduction
“Something has happened to me - 1 do not know what. All that was my 
former self has crumbled and fallen together and a creature has emerged of
whom I know nothing. She is a stranger to me She is not real -  she is
not me She is I . ..” (Jefferson 1974, p i 1-25, cited in Estroff 1989,
pl89).
As this first person account suggests, a psychotic illness like schizophrenia may have 
profound affects on the person, not only in relation to the symptoms, but also in terms 
of how they see themselves (Romme & Escher 1991; Estroff 1989). This review will 
focus on research that examines the impact of psychosis on the self-concept.
Psychosis includes three main disorders, schizophrenia, affective psychosis (bipolar 
affective disorder and depressive psychosis) and delusional disorders (Fowler, Garety 
& Kuipers 1995). Fowler et al (1995) describe schizophrenia as including symptoms 
of delusions (false beliefs); hallucinations (seeing, hearing, smelling, feeling or 
experiencing things that others do not experience) and social difficulties. Affective 
psychosis includes these symptoms, but the disorders are marked by particular 
affective components - mania in manic-depressive psychosis and depression in 
depressive psychosis (Fowler et al 1995). Delusional disorders are those where 
delusions occur in the absence of hallucinations (Fowler et al 1995). (See the DSM 
IV & ICD 10 for a discussion of the full diagnostic criteria).
Rosenberg (1979) defines the self-concept as:
“the totality of the individual’s thoughts and feelings with reference to 
himself as an object” (p xi).
It includes dispositional factors (attitudes, traits, values, personality traits, likes / 
dislikes), self-efficacy, self-confidence, self-worth, self-esteem and social identity 
(Rosenberg 1979). Social identity includes the societal categories, statuses and groups 
which the person is recognised as belonging to, for example, cultural and racial 
groups, social status, group membership and personal identity (Rosenberg 1979;
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Breakwell 1986). The self-concept also includes the extant (actual) self, future self 
(how the person thinks they will be in the future) the ideal self (how the person would 
ideally like to be) and the presenting self (how the person presents him / herself to 
other people in different situations) (Rosenberg 1979). The self-concept is not a 
passive body of knowledge, but a cognitive structure, which has influence and 
motivation (Rosenberg 1979).
The author intends to review the research that has examined the impact of psychosis 
for the self-concept. This includes a review of the evidence that focussed on the 
impact of the label of mental illness for the self-concept and a review of the evidence 
about the impact of psychotic symptoms, experiences like hospitalisation or relapse 
and the impact of appraisals for the self-concept. The areas for future research will 
then be summarised.
The impact of the Label of Mental Illness on the Self-concept
Much of the research into the influence of psychosis on self-concept comes from the 
literature on stigma and the label of mental illness. Goffman (1963) describes stigma 
as the possession of an attribute that is “deeply discrediting” (pi 3) and leads others to 
perceive you mainly in terms of this attribute or label. The person is not fully 
accepted and respected by society and may experience rejection and discrimination 
due to this attribute or label. Some authors suggest that the label of mental illness is 
not stigmatising (e.g. Crocetti, Spiro & Siassi 1971, cited in Link, Cullen, Struening, 
Strout & Dohrewend 1989; Lehman et al 1976, cited in Link et al 1991). There is 
substantial evidence, however, to suggest that people with mental illness are viewed 
negatively by the public because of this label (see Hayward & Bright 1997 for a 
review).
Gove (1982, cited in Link et al 1989) argued that any negative (stigmatising) affects 
of receiving the mental illness label are transitory and therefore not of great 
significance. However other authors view this label as having a significant, negative 
affect on the person’s self-concept (Link 1987; Link, Cullen, Struening, Shrout & 
Dohrewend 1989). Link’s (1987) Modified Labelling Theory (MLT) suggests that
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individuals are exposed to and internalise society’s negative views about mental 
illness. If the person then receives this label, they will re-evaluate themselves in line 
with these negative ideas and will devalue themselves. MLT also suggests that the 
stigmatising label of mental illness can lead to an increased vulnerability to further 
episodes of mental illness.
The ideas of MLT have received empirical support from a number of studies. Link’s 
(1987) study compared the views and experiences of labelled and unlabeled 
individuals. The labelled group included individuals who were past treatment (96 
participants), repeat treatment (117) or first treatment participants (235). The 
unlabelled group included non-psychiatric participants’ (29) and non-labelled 
individuals with the same level of symptomatology as the labelled group (142 
participants). The majority of labelled and unlabeled individuals expected that people 
with a mental illness label would be discriminated against in terms of jobs, 
accommodation, friends and potential partners and expected that people with a mental 
illness label would be taken less seriously and be viewed as less trustworthy by others. 
Similar results were found by Link et al (1989), Link Struening, Rahav, Phelan & 
Nuttbrock (1997) and Markowitz (1998). Actual experiences of discrimination have 
also been examined and have been experienced by a number of people with mental 
health problems (see Corrigan 1998).
MLT is also supported by research that suggests that having a mental illness label is 
associated with negative factors. Link (1987) and Link et al (1989) found an 
association between higher levels of expectations about devaluation and 
discrimination and higher levels of demoralisation (a composite of self-esteem, 
helplessness, sadness and confused thinking); lower levels of employment and income 
and more limited support networks for labelled individuals. These associations were 
not found in the unlabeled groups, even with individuals who had similar level of 
symptomatology to the labelled individuals and similar levels of expectations about 
discrimination and devaluation. The authors do point out that the cross-sectional 
methodologies prevent issues of causation from being determined. The variables 
examined may therefore be correlated, but not causally related or if they are causally 
related, the direction of causation may not be in the expected direction. It is possible,
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for example, that feelings of demoralisation could influence expectations about 
devaluation and discrimination or the two aspects may have reciprocal affects on each 
other.
A number of studies have attempted to address this issue of causation by using a 
longitudinal methodology. Link et al (1997) assessed 84 participants’ beliefs and 
experiences of discrimination and devaluation; use of secrecy and withdrawal; 
symptoms of depression; psychotic ideation and general functioning as they entered 
treatment and at one-year follow-up. The participants were all undergoing a treatment 
program for their dual diagnosis of substance abuse problems and psychiatric 
problems (mainly schizophrenia, but also bipolar affective disorder and depression). 
The study suggested that the majority of participants expected to be devalued and 
discriminated against for their mental illness and drug abuse problems. Those who 
had higher expectations of rejections and devaluation showed higher levels of 
depression, which was not affected by the treatment program.
Markowitz’s (1998) assessed psychiatric symptoms, self-esteem, symptom related 
self-efficacy and life satisfaction. Questionnaires were administered to assess these 
areas, although the validity and reliability of these measures is not discussed in the 
study. The participants included 520 individuals who were involved in self-help 
groups and 90 individuals who were outpatients. The longitudinal study assessed 
these factors at baseline and at 18-month follow up. Experiences of devaluation and 
discrimination were associated with lower levels of self-esteem and self-efficacy and 
with higher levels of depression, anxiety and psychotic symptoms.
Wright, Gronfein and Owens (2000) assessed 88 long-term psychiatric in-patients just 
before their move into community homes or other long stay hospitals and after one 
and two years. Participants were interviewed and were asked to complete 
questionnaires examining quality of life, psychosocial functioning, self-esteem (which 
was separated out into self-worth and self-deprecation), mastery, expectations and 
experiences of social rejection. The majority of participants showed a significant 
increase in self-worth following their move out of the hospital. However over time 
individuals who experienced rejection also showed a decrease in feelings of mastery
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and increases in negative self-evaluations. Those who did not experience rejection did 
not show changes in their self-esteem.
\
These studies could suggest that the label of mental illness and the expectations and 
experiences of rejection and discrimination could have a negative affect on the 
person’s self-esteem and self-efficacy. However, although longitudinal, these studies 
were examining individuals who already had a label of mental illness and would have 
already been aware of the stereotyped and stigmatising view of mental illness by the 
public. It is therefore difficult to be clear about causal relationships because it is hard 
to know which factors impact on each other. It is possible, for example, that low self­
esteem actually affects expectations of rejection and discrimination or the affects may 
be bi-directional. Prospective studies which assess individuals before they receive a 
diagnosis of mental illness and then follow them up after this would be required to 
fully assess any causal relationships between self-esteem, self-efficacy and stigma. 
There are also other methodological issues with the studies. Link et al (1997)’s 
participants had a dual diagnosis and Wright et al (2000)’s participants were in­
patients for a long period of time and then moved out of hospital. These groups of 
people may differ from those with, for example, a single diagnosis or community 
patients with only limited time in hospital. The methodological issues in relation to 
Wright et al (2000) are of particular concern. 8 participants did not complete both 
follow-up assessments and this missing data was substituted, using the data from the 
previous or following assessment with these participants. The authors suggest this 
was justified because “prior studies indicate the self-esteem measures are generally 
stable across time”, however it is inappropriate to substitute data which is the outcome 
variable being assessed. The experiences of rejection might be due to factors other 
than the mental illness label, for example, the individual’s behaviour, which was not 
assessed in this study. If the behaviour produced discrimination and not the label 
itself, the study might not be supporting the ideas of MLT.
There is evidence to suggest that the relationship between the label of mental illness 
and the self-concept may more complex than MLT suggests. Link et al (1989), for 
example, found that former psychiatric patients who were not currently receiving 
treatment did not show the relationship between expectations about stigma and more
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insular support networks. Link et al (1989) explain this finding as supporting the idea 
that the effects of stigma are transitory. It could also suggest that individuals do not 
always passively accept the mental illness label or may hold different views about the 
label, which mediates the influence of the label on the self-concept.
Not Accepting the Mental Illness Label
A number of studies suggest that individuals may be aware of negative representations 
of mental illness, but may not see themselves as mentally ill (Mechanic, McAlpine, 
Rosenfield & Davis 1994; Sayre 2000; Lally 1989; Cursey, Keller & Farrell 1995; 
Ritsher, Coursey & Farrell 1997). They may therefore not apply this label to 
themselves (O’Mahony 1982). Estroff et al (1991) found that factors like sex and 
culture influenced whether individuals took on the mental illness label, suggesting that 
the process is much more complex than MLT suggest. Mechanic et al (1994) 
examined the attributions of 552 individuals with schizophrenia using a cross- 
sectional telephone survey methodology. Participants who did not attribute their 
problems to mental illness had more positive self-esteem, feelings of personal control 
and subjective quality of life. Obviously this is a cross-sectional study and causal 
relationships can therefore not be assessed.
The findings of Mechanic et al (1994) differ from those of McEvoy, Freter and 
Everett et al (1989), whose prospective study examined the impact of previous levels 
of attitude and insight on levels of hospital admission and treatment compliance. 52 
schizophrenic patients were administered the Insight and Attitudes Questionnaire 
when they were first admitted to a psychiatric hospital. Participants were followed up 
after 2Vi and 3Vi years to examine the level of hospital admissions and treatment 
compliance. Those who had accepted their mental illness during the initial assessment 
showed more positive outcomes in terms of lower levels of hospital admissions and 
greater compliance with treatment. This suggests that accepting the mental illness 
label could have positive outcomes, although further research would be necessary to 
conclude this, because this was a small-scale study and the results only approached 
statistical significance.
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Camp et al (in press) completed in-depth interviews with ten women who have a 
diagnosed mental illness and the interviews were analysed qualitatively. Participants 
did not report a loss of self-esteem when they were aware of their mental illness label, 
although the authors did state that self-esteem was not measured directly in the study. 
Participants did not passively accept their diagnosis and tended to be critical and 
pragmatic when deciding to accept or reject the diagnosis. Obviously this is a small- 
scale qualitative study and therefore does not allow issues of causality to be discussed. 
Despite this, it does suggest that not all individuals experience negative outcomes 
when they received a mental illness label and that the relationship between a mental 
illness label and self-esteem appears to be more complex than suggested by MLT.
Not Accepting the Negative View of Mental Illness
Individuals may be aware of the negative views of the public about mental illness, but 
may view it as stereotypical and prejudiced (Crocker & Major 1989) or may view it as 
the result of fear and ignorance (Camp et al in press). Crocker and Major (1989) 
found that viewing the reactions of others as due to prejudice was associated with 
higher levels of self-esteem. Participants in Camp et al’s (in press) study were able to 
make both positive and negative self-evaluations, but their positive and negative self- 
evaluations were related to aspects other than the mental illness. These studies could 
suggest that the way the person view’s the label and the views of others (the meaning 
the label has for them) might prevent the person experiencing the possible negative 
affects for the self-concept. The work of Camp et al (in press) also suggests that 
seeing other aspects of themselves as central to their identity might mean that the 
mental illness label is less significant to their self-concept (see Rosenberg 1979 for a 
discussion of the issue of centrality). Obviously further studies would be necessary to 
assess these hypotheses further.
Coping Strategies to Deal with the Public’s View of the Mental Illness Label
A number of studies have suggested that individuals may engage in a variety of 
strategies to try and cope with the public’s negative view of mental illness. Camp et 
al (in press) found that individuals would, at times try to “pass” as “normal”
(therefore using selective disclosure) or would avoiding social interactions.
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Participants in this study did not experience lowered self-esteem, although it is not 
possible to assess whether there was any relationship between these coping strategies 
and self-esteem because this was a small-scale, qualitative study that did not directly 
measure self-esteem. Link, Mirotznik and Cullen (1991) assessed whether adopting 
strategies of secrecy (concealment of their mental illness), withdrawal (only 
interacting with certain people) and education (trying to educate the public about 
mental illness) could mitigate against the negative affects of a stigmatising label. 152 
psychiatric outpatients with schizophrenic related disorders or depression were 
administered scales designed to assess these three ways of coping and were also 
assessed using the demoralisation scale and a scale measuring employment status.
The results suggested that the use of these strategies did not protect individuals from 
experiencing high levels of demoralisation and low levels of employment. However 
the authors were aware that the cross-sectional methodology did not allow causal 
inferences to be made and the study did not examine alternative coping strategies. 
Wahl (1999) interviewed 100 participants about the strategies they used to cope with 
stigma. The strategies used included not disclosing their mental health status; 
avoiding social contact; avoiding job / education opportunities; being less trusting; 
trying to change attitudes through education or direct confrontation. However this 
study did not explore the impact of this for the self-concept and future research would 
be required to examine these and other coping strategies and their impact for the self- 
concept.
Comparisons with Others
The way that individuals compare themselves with others could affect the self- 
concept. Lally (1989) found that participants tended to make downward comparisons 
with others, for example comparing themselves favourably in terms of intelligence or 
level of behaviour displayed and cross-comparisons, for example they cited famous 
people who had the same condition. Camp et al (in press) found that their participants 
made both lateral and downward comparisons with others and participants did not 
appear to be experiencing a loss of self-esteem, although self-esteem was not directly 
measured. This finding could suggest an association between how you compare 
yourself with others and your level of self-esteem, although the qualitative
175
Literature Review
methodology prevents the assessment of causality. The evidence in this area is limited 
at present and further research is needed. Lally (1989), Sayer (2000) and Thoits 
(1985) suggested that cognitive strategies like making downward comparisons are 
attempts to maintain self-esteem and feelings of being acceptable and normal. This 
assumption has not been empirically examined. Further research would be required to 
assess whether these comparisons with others were attempts to maintain self-esteem 
or whether the way individuals viewed the situation actually meant that their self­
esteem was not under threat.
Impact of Psychotic Experiences for the Self-concept
The evidence outlined above focuses on the impact of the mental illness label and the 
negative views of the public for the self-concept. The actual experiences related to 
psychosis are also likely to affect the person’s self-concept, as suggested by Estroff 
(1989):
“Having schizophrenia includes not only the experience of profound 
cognitive and emotional upheaval; it also results in a transformation of self 
as known inwardly, and of persons or identity as known outwardly by 
others” (p i89).
Psychotic symptoms including delusions, hallucinations and negative symptoms like 
lack of motivation and energy could impact on the person’s extant and future self. 
Psychotic experiences may affect their ability to fulfil their desired social roles, which 
would impact on their social identity. The experiences could affect their relationships 
with others and this may affect their social identify, extant self, future self and self­
esteem. The changes in their perceptions and behaviour, which could result from the 
symptoms, could affect their current view of self, feelings of self-control, self-efficacy 
and continuity of self. These factors may also affect their recovery process. If, for 
example, the person experiences lowered self-esteem and lowered self-efficacy, they 
may not believe that they can improve their situation, cope with their illness and begin 
to regain roles they had previously engaged in and this may prevent them from
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achieving these things. The research examining the impact of the psychotic 
experiences for the self-concept is outlined below.
Impact of Psychotic Symptoms for the Self-concept
The potential impact of the psychotic symptoms is clearly reflected in the first person 
account of Champ (1998):
“For me schizophrenia severely ruptured the relationship that I had 
enjoyed with myself prior to the illness. My sense of being in the world, 
my thought processes and, indeed, the very way my senses perceived the 
world would go through involuntary changes. I was plunged, at times, 
into a confusing and frightening world ruled by my own paranoias and 
delusions. Living with the ever-changing experience of schizophrenia 
over 23 years has changed my relationship with myself many times and in 
many ways” (p54).
“If your mind has played tricks, making you believe delusional thoughts, 
hearing or seeing things that are not real, then the first time you go into 
remission there can be a profound crisis. Prior to developing schizophrenia 
the working of my mind had been unquestioned. Suddenly, I was being 
told by a psychiatrist that I could not trust my thoughts and senses. I felt 
my mind had betrayed me. How could I ever trust it again?” (p54).
“To go into remission after a psychotic episode was to gradually realise 
what I had thought, believed and done while I was ill.. ..My thoughts and 
actions seemed so out of keeping with my character as I had known it that 
it was very hard to accept that I had actually experienced them.” (p55).
Champ (1998) felt that he could no longer trust his perceptions and the experiences 
led to a discontinuity in the self, a lack of trust and a lack of feelings of control, which 
became evident to him when he went into remission. He also reported significant 
changes in his self-concept over time. Obviously this is only one person’s experience 
and the results are therefore not generalisable. However the account does highlight
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the possibility that many individuals may experience complex changes in their self- 
concept due to their psychotic symptoms. This possibility is examined in a small 
number of other studies.
Markowitz (2001) examined the relationship between stigma, life satisfaction, 
psychiatric symptoms, self-esteem and self-efficacy in a cross-sectional and 
longitudinal regression analysis with 610 individuals with diagnosed psychiatric 
disorders. The results suggested that symptoms can affect the evaluative component 
of the self-concept (self-esteem) and they suggested that the relationship between self­
esteem and symptoms was bi-directional, so the self-esteem also affected the 
symptoms. Sayer, Ritter & Goumay (2000) and Appelo, Sloof, Wooning, Carson & 
Louwerens (1993) suggest that symptoms can be very distressing, particularly if they 
remain despite medication and this may affect the person’s level of functioning and 
their quality of life. This would be likely to affect the person’s social identity because 
it may limit the roles they are able to maintain. It could also affect their future self 
because they may have to come to terms with experiencing residual symptoms and not 
returning to their former self. Obviously the research examining the impact of 
psychotic symptoms for the self-concept is extremely limited at present and further 
work would be needed to examine whether the results available so far are replicated 
by other studies. It would also be important to examine whether the self-concept is 
affected in other ways, for example whether the extant, future and ideal selves are 
affected by psychotic symptoms. Qualitative studies may be the most helpful first 
step in examining this area because it would allow a more detailed exploration of this 
area, which could then be followed up by quantitative studies to examine the 
gemeralisability of these results.
Impact of Appraisals of Symptoms for the Self-concept
The self-concept could be affected by the appraisals the individual makes about their 
symptoms. If for example the person views the symptoms as out of their control and 
views them as frightening and powerful, this could affect their feelings of self- 
efficacy, self-esteem and their extant self. If they view voices as supportive and 
helpful, like a guardian angel, they may experience an increase, or at least no decrease
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in their self-esteem, self-efficacy and sense of self-control. The limited research in this 
area is outlined below.
Birchwood, Mason, MacMillan and Healey (1993) found that a number of individuals 
with long term psychosis made appraisals of loss, humiliation and entrapment in 
relation to their psychotic experiences. Loss appraisals included seeing themselves as 
not capable of doing things of value due to their illness. Humiliation appraisals 
included not being able to talk about their illness, while entrapment appraisals 
included feeling powerless to control or have influence over their illness. These 
attributions appear directly relevant to the self-concept in terms of identity (fulfilling 
valued social roles, having a position of status) and feelings of self-efficacy. It is 
likely that they could also affect the extant and future self and these attributions could 
influence the level of distance between their extant self and their desired self.
Sayer, Ritter and Goumay’s (2000)’s study found that the majority of participants 
viewed their voices as either malevolent or benevolent, although some viewed their 
voices as both malevolent and benevolent and some viewed them as neither 
malevolent nor benevolent. It is possible that these attributions could impact on the 
person’s self-concept. If the person views their voices as malevolent they may feel 
frightened and powerless or may feel that they deserve this. This may affect their 
sense of self-efficacy, their self-esteem and sense of self-worth. If they view the 
voices as benevolent, they may feel supported by the voices and this may have a 
positive impact on their self-efficacy, self-esteem and feelings of self-worth. These 
attributions are also likely to affect how they respond to psychotic experiences and 
how well they cope with them. If, for example, they see the voices as harmful, they 
may be fearful about trying to stand up to them and may act on commands from the 
voices or may not engage in coping strategies to deal with the voices. This in turn 
may have additional impacts on the self-concept, for example their feelings of self- 
efficacy in dealing with the symptoms.
The two studies described above outline a number of appraisals that individuals may 
make about their symptoms, but they do not suggest how these appraisals might affect
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the self-concept. Further work is required to examine how these, and other appraisals, 
impact on the self-concept.
Loss of Roles Due to Psychotic Experiences
Experiences such as being hospitalized, suffering relapses and experiencing symptoms 
that do not remit, despite medication, could affect the person’s self-concept. The 
person may have difficulty pursuing or continuing with their job or educational 
activities and may find it difficult to maintain or achieve membership of certain 
groups, goals and positions of status. A small numbers of studies have examined this 
area. Lally (1989) completed in-depth interviews with 60 participants and asked 
about their experiences during their first hospital admission, when they received a 
diagnosis and their experiences following over time following this. A quantitative 
scale was also administered to assess the level of their acceptance or rejection of the 
patient role, loss of normal roles and their sense of whether this is temporary or 
permanent. This scale was designed to measure engulfment, where the sick role 
achieves a master status and becomes central to the identity and this role becomes “an 
all-encompassing, permanent view of self’ (p262). The majority of participants in this 
study reported experiencing this process. Lally (1989) argued that those who did not 
become engulfed lacked a coherent identify, although no evidence is presented to 
show how this was assessed. It is therefore difficult to know how valid this statement 
is. It is possible that these individuals were able to maintain a wider social identity 
and were able to resist seeing themselves purely in terms of the sick role. They may 
be able to integrate the psychotic experiences as part of their self-concept, but may not 
see themselves only in terms of their psychosis.
McCay and Seemen (1998)’s research supported the findings of Lally (1989). Other 
research suggests that engulfment is not inevitable (Camp et al in press) and is not 
necessarily permanent (Champ 1998; Leete 1989; Barham & Hayward 1998;
Davidson & Strauss 1992). The first person accounts of Champ (1998) and Leete 
(1989) showed how these individuals were able to move out of the sick and regained a 
wider identity, for example:
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“So it is with much sadness for my younger self that I read my constant 
descriptions of myself as being ‘a schizophrenic’. . ..Now I have to 
consider my illness as relevant to who I am, I would say ‘I am a person 
who experiences schizophrenia. Never again would I just label myself 
‘schizophrenic’ ” (Champ 1998, p56).
Obviously first person accounts reflect particular individuals’ experiences and are 
therefore not generalizable to all others who have psychosis. They are, however, 
powerful evidence that engulfment in the sickness role and a loss of other aspects of 
social identity does not have to be permanent.
Leete (1989), Barham and Hayward (1998) and Davidson and Strauss (1992) discuss 
ways that the person can maintain or regain their identity as a person with 
schizophrenia, with value and with status as opposed to being a schizophrenic. The 
work of Rosenfield (1992,1997) suggests that formal programs which encourage the 
building of skills, empowerment and involvement in the service and helping people to 
gain employment can all have positive affects on a person’s sense of mastery and self­
esteem. It is also possible that psychological interventions, like Cognitive Behavioural 
Therapy (CBT) could help the person to examine the sense they make of their 
symptoms and experiences and the appraisals they make about their illness and 
themselves in relation to the illness. It would be useful to consider whether 
interventions like CBT could help the person to regain or maintain a positive self- 
concept and to consider how this may impact on how the person copes with their 
symptoms and their life in general.
Conclusions
This literature review suggests a complex relationship between psychosis and the self- 
concept. The label of mental illness can have negative impacts for the self-esteem and 
self-efficacy (Link 1987; Link et al 1989), but this is not inevitable. If individuals do 
not see the label as applying to themselves, do not view it negatively or are able to 
consider other positive aspects of the self, they may not experience negative impacts 
for the self-concept (Camp et al in press; Finlay 2001; McEvoy et al 1985). The
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research is limited however and further studies are required to clarify the relationship 
between a mental illness label and the self-concept.
The review tentatively suggests that factors other than the mental illness label could 
impact on the self-concept in both positive (Rosenfield 1992, 1997) and negative ways 
((Lally 1989; Champ 1998; Leete 1989). The symptoms, experiences and attributions 
individuals make could impact on their social identity, self-efficacy, self-esteem, 
extant and future selves. The research in this area in its infancy and it could be very 
useful to explore this further. This could have clinical utility because, for example, 
the appraisals made about symptoms and experiences could affect how people respond 
to treatment and cope with their symptoms and experiences. The evidence suggesting 
that appraisals about symptoms and experiences could impact on the self-concept also 
suggest that it could be important to help people examine and consider their appraisals 
because these could affect how they cope. Interventions like CBT could be 
appropriate ways of helping individuals with these issues, although this possibility has 
not been empirically examined to date.
The review suggests that it may be useful to use a qualitative methodology initially in 
order to gain a better understanding of this complex area of research. Quantitative 
studies could then be used to assess issues of causality and generalisability. It may be 
useful to focus research on particular types of mental illness because the experiences 
may be different. Some of the studies described above have focused on psychotic 
disorder, for example, O’Mahony (1982); McEvoy et al (1989) and Barham & 
Hayward (1998). Others have looked at a range of serious mental illnesses (for 
example Camp et al in press, Link 1987; Link et al 1989; Mechanic et al 1994). It is 
therefore difficult to know, from these studies, whether people with different 
diagnoses have similar of different experiences. It would also be important to 
consider issues of changes in the self-concept over time and the factors that impact on 
this.
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Abstract
Title
Self-concept, Cognitive Behavioural Therapy and Psychosis 
Objectives
This research study aimed to explore how individuals with psychosis viewed their 
psychotic experiences and how these experiences impacted on their self-concept. It 
also aimed, in an initial exploratory fashion, to see whether those who had undertaken 
Cognitive Behavioural Therapy (CBT) viewed their psychotic experiences and their 
self-concept differently from those who had not undertaken CBT.
Design
The study aimed to make a detailed, initial exploratory investigation into the area o f  
inquiry. A semi-structured interview with qualitative interpretative analysis was 
therefore chosen.
Setting
All the participants came from a tertiary service offering CBTfor psychosis for  
individuals with medication resistant symptoms.
Participants
The participants were either on the waiting list fo r  CBT (n=6) or had undertaken CBT 
within the previous 18 months (n=5).
Results & Conclusions
This study suggested that the experiences o f psychosis, as well as the mental illness 
label, could have negative impacts for the person’s self-concept particularly in terms 
o f social identity, feelings o f self-worth, self-esteem, self-efficacy and self-confidence. 
However this was not inevitable and could be mediated by the interpretations the 
person made about their experiences and about the label. In addition any negative 
affects on the self-concept may not necessarily be permanent and could change over 
time either due to changes in a person’s experiences or due to changes in how they 
made sense o f and interpreted their experiences. The conclusions that can be drawn 
about the impact o f CBT for the self-concept were more limited. The groups appeared 
to show similar responses in most o f the areas studied, although differences did 
emerge in a small number o f areas. One client felt more confident about themselves 
due to therapy; another was more able to use strategies in a subtle way. In addition 
the CBT group identified a wider range o f strategies that they used to decide i f  their 
experiences were real or not. It is possible that the limited differences found in this 
study could reflect difficulties in treating individuals with medication resistant 
psychosis or could reflect methodological difficulties within this study.
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1. Introduction
This research study aimed to explore how individuals with psychosis viewed their 
psychotic experiences and how these experiences impacted on their self-concept. It 
also aimed, in an initial exploratory fashion, to see whether those who had undertaken 
Cognitive Behavioural Therapy (CBT) viewed their psychotic experiences and their 
self-concept differently from those who had not undertaken CBT.
1.1. Definition of Psychosis
Psychosis includes three main disorders, schizophrenia, affective psychosis (bipolar 
affective disorder and depressive psychosis) and delusional disorders (Fowler, Garety 
& Kuipers 1995). Fowler et al (1995) described schizophrenia as including symptoms 
of delusions (false beliefs); hallucinations (seeing, hearing, smelling, feeling or 
experiencing things that others do not experience) and social difficulties. Affective 
psychosis includes these symptoms, but the disorders are marked by particular 
affective components - mania in manic-depressive psychosis and depression in 
depressive psychosis (Fowler et al 1995). Delusional disorders are those where 
delusions occur in the absence of hallucinations (Fowler et al 1995). [See the DSM 
IV (APA 1994) & ICD 10 (WHO 1993) for the full diagnostic criteria].
1.2. Definition of Self-concept
Rosenberg (1979) defines the self-concept as:
“the totality of the individual’s thoughts and feelings with reference to 
himself as an object” (p xi).
It includes dispositional factors (attitudes, traits, values, personality traits, likes / 
dislikes), self-efficacy, self-confidence, self-worth, self-esteem and social identity 
(Rosenberg 1979). Social identity includes the societal categories, statuses and groups 
which the person is recognised as belonging to, for example, cultural and racial
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groups, social status, group membership and personal identity (Rosenberg 1979; 
Breakwell 1986). The self-concept also includes the extant (actual) self, future self 
(how the person thinks they will be in the future) the ideal self (how the person would 
ideally like to be) and the presenting self (how the person presents him / herself to 
other people in different situations) (Rosenberg 1979).
1.3. Impact of Psychosis on Self-concept
Much of the previous literature into the impact of psychosis on the self-concept 
focussed on the impact of the mental illness label for the self-concept. Only a limited 
number of studies examined the impact of psychotic experiences for the self-concept. 
Examination of the impact of the mental illness label involves assessing whether being 
given a diagnostic label, such as schizophrenia or psychosis, affects how people view 
themselves. It differs from the impact of psychotic experiences, which refers to the 
experience of symptoms associated with psychosis, such as voices, unusual thoughts 
and lack of energy and motivation. The current study attempted to assess both the 
impact of the psychotic label and the impact of psychotic experiences for the self- 
concept. It is acknowledged, however, that in practice it may often be difficult to 
separate the influence of each of these components, particularly as they both may 
affect the self in similar ways, for example they may lead to the loss of valued roles.
1.3.1. Impact o f Mental Illness Label for the Self-concept
Much of the research into the influence of psychosis on the self-concept comes from 
the literature on stigma and the label of mental illness. Goffman (1963) described 
stigma as the possession of an attribute that is “deeply discrediting” (p i3) and leads 
others to perceive the person mainly in terms of this attribute or label. The person is 
not fully accepted and respected by society and may experience rejection and 
discrimination due to this attribute or label.
There was substantial evidence that suggested people with mental illness were viewed 
negatively by the public because of this label (see Hayward and Bright 1997 for a 
review). Gove (1982, cited in Link, Cullen, Struening, Strout & Dohrewend 1989) 
argued that any negative (stigmatising) effects of receiving the mental illness label are
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transitory and therefore not of great significance. However other authors viewed this 
label as having a significant, negative effect on the person’s self-concept (Link 1987; 
Link et al 1989). Link’s (1987) Modified Labelling Theory (MLT) suggested that 
individuals are exposed to and internalise society’s negative views about mental 
illness. It suggested that if the person received this label, they re-evaluate themselves 
in line with these negative ideas and devalue themselves. MLT also suggested that the 
stigmatising label of mental illness could lead to an increased vulnerability to further 
episodes of mental illness. The ideas of MLT received support from a number of 
empirical studies. A number of researchers found that the majority of participants 
(who did and did not have a mental illness) expected that people with a mental illness 
label would be discriminated against in terms of jobs, accommodation, friends and 
potential partners. They also expected that people with this label would be taken less 
seriously and would be viewed as less trustworthy (Link 1987; Link et al 1989; Link, 
Stmening, Rahav, Phelan & Nuttbrook 1997; Markowitz 1998). Link (1987) and Link 
et al (1989) also found that the labelled individuals showed an association between 
higher levels of expectations about devaluation and discrimination and higher levels 
of demoralisation (a composite of self-esteem, helplessness, sadness and confused 
thinking); lower levels of employment and income; and more limited support 
networks. These associations were not found in the unlabelled group, despite them 
having similar levels of symptomatology to the labelled group and similar levels of 
expectation of discrimination and devaluation. The authors did point out that the 
cross-sectional methodologies prevent issues of causation from being determined.
The variables examined could therefore be correlated but not causally related. It was 
possible, for example that feelings of demoralisation could influence expectations 
about devaluation and discrimination or the two aspects may have reciprocal affects 
on each other.
A number of studies attempted to address issues of causation using a longitudinal 
methodology. Link et al (1997) assessed participants with a dual diagnosis of drug 
abuse problems and psychiatric problems (mainly schizophrenia, but also bipolar 
affective disorder and depression). They found that those who had higher 
expectations of rejection and devaluation showed higher levels of depression. The 
methodological concern with this study was that the participants had a dual diagnosis.
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It would therefore be difficult to separate out the impact of the psychiatric label and 
the drug abuse label, which makes it difficult to be clear about the relative impact of 
the psychiatric label for the person’s self-concept. However these findings were 
supported by Markowitz (1998), whose participants did not have a dual diagnosis of 
drug abuse and psychiatric problems. This study found that participants who 
experienced devaluation and discrimination also had lower level of self-esteem and 
self-efficacy as well as higher levels of depression, anxiety and psychotic symptoms.
A study by Wright, Gronfein and Owens (2000) assessed long term psychiatric 
patients’ quality of life, psychosocial functioning, self-esteem, mastery and 
expectations and experiences of rejection before they moved into the community and 
after one to two years. They found that the majority of participants showed a 
significant increase in self-worth following their move out of hospital. However, over 
time, individuals who experienced rejection also showed a decrease in feelings of 
mastery and an increase in negative self-evaluation. Those who did not experience 
rejection did not show changes in their self-esteem. Although the authors suggest that 
this research supports MLT, there were a number of methodological concerns about 
this study. Of particular concern was the fact that the authors substituted data from 
previous assessments for 8 participants who did not complete both follow-up 
assessments. The authors suggested that this was justified because “prior studies 
indicate the self-esteem measures are generally stable across time”, however it is 
inappropriate to substitute data for the outcome measure being assessed. In addition, 
the experiences of rejection experienced by participants may not have been due to 
their mental illness label, but instead could have been due to their behaviour or other 
factors which were not assessed during this study. If this were the case, it would mean 
that the study might not offer support for MLT.
Overall these studies offer some evidence that the mental illness label could have a 
negative impact on the person’s self-concept, particularly in terms of their self-esteem 
and self-efficacy. However, although longitudinal, these studies were examining 
individuals who already had a label of mental illness and would have already been 
aware of the stereotyped and stigmatising view of mental illness by the public. It is 
therefore difficult to be clear about causal relationships because it is hard to know
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which factors impact on each other. It is possible, for example, that low self-esteem 
actually affects expectations of rejection and discrimination or the effects may be bi­
directional.
There is also evidence that the relationship between the label of mental illness and the 
self-concept maybe more complex than MLT suggests. Link et al (1989), for 
example, found that former psychiatric patients who were not currently receiving 
treatment did not show the relationship between expectations about stigma and more 
insular support networks. Link et al (1989) explained this finding as supporting the 
idea that the effects of stigma are transitory. It could also suggest that individuals do 
not always passively accept the mental illness label or may hold different views about 
the label, which mediates the influence of the label on the self-concept. This idea is 
supported by a number of studies which suggest that individuals may be aware of 
negative representations of mental illness, but may not see themselves as mentally ill 
(Mechanic, McAlpine, Rosenfield & Davis 1994; Sayre 2000; Lally 1989; Coursey, 
Keller & Farrell 1995; Ritsher, Coursey & Farrell 1997). They may therefore not 
apply this label to themselves (O’Mahony 1982). The positive impact of this for self­
esteem was suggested, for example, by Mechanic et al’s study (1994), which found 
that participants who did not attribute their problems to mental illness had more 
positive self-esteem, feelings of personal control and subjective quality of life. Again, 
however, this was a cross-sectional study, which does not allow causal relationships to 
be assessed.
The complexity of the relationship between the mental illness label and the self- 
concept is supported by the study of Camp, Finlay & Lyons (in press), which 
completed in-depth interviews with ten women who have a diagnosed mental illness. 
The data was analysed qualitatively. Participants did not report a loss of self-esteem 
when they were aware of their mental illness label, although the authors did state that 
self-esteem was not measured directly in the study. Participants also did not passively 
accept their diagnosis and tended to be critical and pragmatic when deciding to accept 
or reject the diagnosis. This was a small-scale qualitative study, however, and 
therefore does not allow issues of causality to be discussed. Despite this, it did 
suggest that not all individuals experienced negative outcomes when they received a
193
Major Research Project
mental illness label and that the relationship between a mental illness label and self­
esteem appears to be more complex than suggested by MLT.
There is also evidence that individuals may be aware of the negative views of the 
public about mental illness, but may view it as stereotypical and prejudiced (Crocker 
& Major 1989) or may view it as the result of fear and ignorance (Camp et al in 
press). Crocker and Major (1989) found that viewing the reactions of others as due to 
prejudice was associated with higher levels of self-esteem. Participants in Camp et 
al’s (in press) study were able to make both positive and negative self-evaluations, but 
their positive and negative self-evaluations were related to aspects other than the 
mental illness. These studies could suggest that the way the person views the label 
and the views of others (the meaning the label has for them) might prevent the person 
experiencing the possible negative effects for the self-concept. The work of Camp et 
al (in press) also suggests that seeing other aspects of themselves as central to their 
identity might mean that the mental illness label is less significant to their self-concept 
(see Rosenberg 1979 for a discussion of the issue of centrality). Obviously further 
studies would be necessary to assess these hypotheses further.
A number of studies have suggested other factors that might potentially influence 
whether the person’s self-concept is affected when they have a mental illness label. A 
number of individuals tended to engage in a variety of strategies to try and cope with 
the public’s negative view of mental illness. Camp et al (in press) found that 
individuals would, at times try to “pass” as “normal” (therefore using selective 
disclosure) or would avoid social interactions. Participants in this study did not 
experience lowered self-esteem, although it was not possible to assess whether there 
was any relationship between these coping strategies and self-esteem because this was 
a small-scale, qualitative study that did not directly measure self-esteem. Link, 
Mirotznik and Cullen (1991) assessed whether adopting strategies of secrecy 
(concealment of their mental illness), withdrawal (only interacting with certain 
people) and education (trying to educate the public about mental illness) could 
mitigate against the negative affects of a stigmatising label. The results suggested that 
the use of these strategies did not protect individuals from experiencing high levels of 
demoralisation and low levels of employment. However the authors were aware that
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that the cross-sectional methodology does not allow causal inferences to be made and 
the study did not examine alternative coping strategies.
The way that individuals compare themselves with others, and not just the mental 
illness label, could also affect the self-concept. Lally (1989) found that participants 
tended to make downward comparisons with others, for example comparing 
themselves favourably in terms of intelligence or level of behaviour displayed and 
cross-comparisons, for example they cited famous people who have the same 
condition. Camp et al (in press) found that their participants made both lateral and 
downward comparisons with others, seeing themselves as equivalent or better than 
other people. This finding could suggest an association between social comparisons 
and self-esteem, although the qualitative methodology prevents the assessment of 
causality. The evidence in this area is limited at present and further research is 
needed.
In summary the literature suggested that the label can have negative impacts for 
person’s self-esteem and self-efficacy (Link 1987; Link, Cullen, Struening, Shrout & 
Dohrewend 1989; Link, Struening, Rahav, Phelan & Nuttbrock 1997), but this is not 
inevitable. If individuals do not see the label as applying to themselves, do not view it 
negatively or are able to consider other positive aspects of the self, their self-concept 
may not be affected by the label (Lally 1989; Camp et al in press; Finlay 2001; 
McEvoy, Freter, Everett et al 1985). The research is limited in terms of the number of 
studies that have been conducted. There are also limitations to the conclusions that 
can be drawn because many of the studies were cross-sectional (e.g. Link 1987; Link 
et al 1989; Camp et al in press; Lally 1989) or correlational studies (e.g. Markowitz 
1998; Link et al 1997), which prevented issues of causation from being determined. 
Further studies are therefore required to clarify the relationship between a mental 
illness label and the self-concept.
1.3.2. The Impact o f Psychotic Experiences on the Self-concevt
There was limited research examining the impact of psychotic experiences on the self- 
concept. First person accounts, for example by Champ (1998) and Leete (1989)
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suggest that the experiences associated with psychotic symptoms could have a 
significant impact on the person’s self-concept. Champ (1998), for example said:
“For me schizophrenia severely ruptured the relationship that I had 
enjoyed with myself prior to the illness. My sense of being in the world, 
my thought processes and, indeed, the very way my senses perceived the 
world would go through involuntary changes. I was plunged, at times, 
into a confusing and frightening world ruled by my own paranoias and 
delusions. Living with the ever-changing experience of schizophrenia 
over 23 years has changed my relationship with myself many times and in 
many ways” (p54).
“If your mind has played tricks, making you believe delusional thoughts, 
hearing or seeing things that are not real, then the first time you go into 
remission there can be a profound crisis. Prior to developing schizophrenia 
the working of my mind had been unquestioned. Suddenly, I was being 
told by a psychiatrist that I could not trust my thoughts and senses. I felt 
my mind had betrayed me. How could I ever trust it again?” (p54).
And Estroff (1989) included a description by Jefferson (1974) who said:
“Something has happened to me - 1 do not know what. All that was my 
former self has crumbled and fallen together and a creature has emerged of
whom I know nothing. She is a stranger to me She is not real -  she is
not me......She is I ...” (Jefferson 1974, p i 1-25, cited in Estroff 1989,
pl89).
These powerful accounts suggest that a person could experience complex changes in 
their self-concept due to the psychotic symptoms and not just due to the label of 
psychosis. However, further research is required to support these findings in larger 
samples.
A study by Markowitz (2001) examined the relationship between stigma, life 
satisfaction, psychiatric symptoms, self-esteem and self-efficacy in a cross-sectional
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and longitudinal regression analysis with 610 individuals with diagnosed psychiatric 
disorders. The results suggested that symptoms could affect the evaluative component 
of the self-concept (self-esteem) and the relationship between self-esteem and 
symptoms was bi-directional, so self-esteem also affected the symptoms. The study 
included participants with a wide variety of disorders other than just psychosis and it 
was therefore difficult to be clear about the relationship between psychotic symptoms 
and self-esteem. In addition, self-esteem is only one aspect of self-concept and it is 
possible that other areas of the self-concept could be affected by the experiences of 
psychosis. Sayer, Ritter & Goumay (2000) suggested that if a person experiences 
distressing symptoms despite being on medication this might affect their level of 
functioning and their quality of life. The impact of these experiences for the self- 
concept was not examined in this study. It is likely that limits to a person’s 
functioning would impact on their social identity because it might limit the roles they 
were able to maintain. It could also then impact on their self-esteem, self-confidence, 
self-efficacy, extant and future selves.
Birchwood, Mason, MacMillan & Healey (1993) examined the appraisals long-term 
psychosis sufferers made about their psychotic experiences. A number of individuals 
saw themselves as not being capable of doing things of value due to their illness 
(which they termed loss appraisals); were not able to talk about their illness 
(humiliation appraisals) and felt powerless to control or have influence over their 
illness (entrapment appraisals). These appraisals are also likely to have a direct 
impact on the person’s self-concept in terms of social identity (fulfilling valued social 
roles, having a position of status) and feelings of self-efficacy and self-worth. Further 
research would be required to assess this possibility.
In addition, experiences such as being hospitalised, suffering relapses and 
experiencing symptoms that do not remit, despite medication, could affect the 
person’s self-concept. The person may have difficulty pursuing or continuing with 
their job or educational activities and may find it difficult to maintain or achieve 
membership of certain groups, goals and positions of status. It also could affect 
feelings of self-control, self-efficacy, independence and continuity of self. A small 
numbers of studies have examined this area. Lally (1989) completed in-depth
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interviews with 60 participants and asked about their experiences during their first 
hospital admission, when they received a diagnosis and their experiences over time 
following this. A quantitative scale was also administered to assess the level of their 
acceptance or rejection of the patient role, loss of normal roles and their sense of 
whether this was temporary or permanent. This scale was designed to measure 
engulfment, where the sick role achieves a master status and becomes central to the 
identity and this role becomes “an all-encompassing, permanent view of self’ (p262). 
The majority of participants in this study reported experiencing this process. Lally 
(1989) argued that those who did not become engulfed lacked a coherent identity, 
although no evidence was presented to show how this was assessed. It is also possible 
however, that these individuals were able to maintain a wider social identity and were 
able to resist seeing themselves purely in terms of the sick role. They may have been 
able to integrate the psychotic experiences as part of their self-concept, but may not 
have seen themselves only in terms of their psychosis.
The findings of Lally (1989) received support from McCay and Seemen (1998) who 
found that increased scores on their Modified Engulfment Scale were associated with 
higher feelings of hopelessness and lower feelings of self-esteem and self-efficacy. 
They also found an association between higher engulfment scores and a longer illness, 
greater hospitalisation and earlier age of onset. The authors suggested that those with 
a more severe illness could therefore be at more risk of experiencing engulfment and 
presumably experiencing a negative impact on their self-concept.
Other research did not support the view of Lally (1989) that engulfment in the sick 
role was inevitable. Camp et al’s study (in press) suggested that engulfment was not 
inevitable and other studies have shown that if it did occur, it was not necessarily 
permanent (Champ 1998; Leete 1989; Barham & Hayward 1998; Davidson & Strauss 
1992). The first person accounts of Champ (1998) and Leete (1989) illustrate how 
these individuals moved out of the sick role and regained a wider identity, for 
example:
“So it is with much sadness for my younger self that I read my constant
descriptions of myself as being ‘a schizophrenic’. . ..Now I have to
198
Major Research Project
consider my illness as relevant to who I am, I would say ‘I am a person 
who experiences schizophrenia. Never again would I just label myself 
‘schizophrenic’ ” (Champ 1998, p56).
A number of studies have examined how individuals could maintain or regain their 
identity so that they do not permanently become engulfed in the sick role and see 
themselves as a person with schizophrenia and not “a schizophrenic”. Leete (1989), 
Barham and Hayward (1998) and Davidson and Strauss (1992) suggested a number of 
strategies that people used to avoid becoming engulfed in the sick role or to move out 
of the sick role. This included engaging in structured activity, being a member of the 
work force; obtaining support form others; learning to limit stress and accepting that 
they have an illness, but also discovering how to cope with it better so that they are 
more able to function in areas that they would wish. These ideas were supported by 
empirical studies by Rosenfield (1992,1997). The studies found that formal 
programs, which encouraged the building of skills, empowerment and involvement in 
the service, as well as helping people to gain employment, were all found to have 
positive effects on a person’s sense of mastery and self-esteem.
In summary, this research suggests that psychotic experiences, and not just the mental 
illness label, could have a significant impact on the self-concept (Champ 1998; Leete 
1989; Markowitz 2001). It also suggests that the relationship between psychotic 
experiences may be complex, for example the effects could be bi-directional 
(Markowitz). In addition, this research suggested that the impact of psychotic 
experiences on the self-concept may not be permanent, for example a person may not 
become permanently engulfed in the sick role and interventions may help a person to 
avoid or move out of the sick role (Camp et al in press; Barham & Hayward 1998; 
Davidson & Strauss 1992). The research is limited in terms of the number of studies 
that have been conducted into the impact of psychotic experiences for the self- 
concept. Further research is therefore required to gain further knowledge about this 
area. The focus of research to date has mainly been on looking at self-esteem and 
self-efficacy (Markowitz) or on examining whether individuals are maintaining the 
sick role (Lally 1989; Barham & Hayward 1998; Davidson & Straussl992). Further 
studies are required to broaden the research into the impact of psychotic experiences
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for the self-concept to include, for example, social identity, social comparisons, self- 
confidence and self-worth.
1.5. Impact of CBT for Psychosis on the Self-concept
CBT for psychosis was developed for a number of reasons. One of the primary 
reasons was that a large number of people did not respond to drug treatment (e.g. 
Warner 1995) or continued to have residual symptoms despite being on medication.
In addition many people experienced significant side effects from medication and this 
can be very distressing. Effective, psychological interventions were therefore required 
to help those who do not respond to medication, who continue to have symptoms 
despite medication or who find the side-effects of the medication distressing.
The other primary reason that CBT for psychosis was developed was because 
evidence began to emerge suggesting a cognitive component in psychosis. A number 
of studies found that although the voice content could affect the distress the person 
experienced (Close & Garety 1988), the interpretations the person makes about their 
experiences also impacted on the onset and maintenance of the symptoms, as well as 
the distress experienced (e.g. Chadwick & Birchwood 1994; Close & Garety 1988; 
Garety, Fowler & Kuipers 2000). In addition the beliefs the person has about their 
psychotic experiences can influence whether additional mental health difficulties 
occur. For example, Rooke & Birchwood (1998) found a higher risk of depression in 
those who experienced feelings of demoralisation and loss of control due to their 
psychotic symptoms.
It is possible that Cognitive Behavioural Therapy (CBT), which is a major new 
psychosocial treatment for psychosis, could have positive effects for the self-concept 
or could reduce the negative effects of psychosis on the person’s self-concept due to 
the focus of the work undertaken. One of the key aims of CBT for psychosis is to 
help reduce the distress and emotional disturbance caused by the symptoms by 
focussing on the beliefs the person has about these experiences (Garety, Fowler & 
Kuipers 2000). CBT attempts to do this by, for example, helping the person examine 
the evidence for their beliefs, consider alternative explanations for their experiences 
and learn to challenge their beliefs and negative evaluations about themselves and
200
Major Research Project
others (Chadwick, Birchwood & Trower 1996). CBT, by tackling the person’s beliefs 
and interpretations about their symptoms and reducing the distress associated with the 
symptoms could have a direct impact on the person’s self-concept
As well as aiming to reduce the distress associated with psychotic experiences, CBT 
also aims to increase the person’s coping skills and sense of control over their 
symptoms. Increasing a person’s coping skills is likely to impact on their feelings of 
self-efficacy and feelings of control. This may enable them to maintain or regain 
valued social roles, which is likely to impact on their social identity, self-efficacy, 
self-esteem, self-worth and self-confidence. At times the therapy may also aim to 
weaken negative self-evaluations and increase self-esteem, although this is not always 
included as part of the therapy (Garety, Fowler & Kuipers 2000).
There is an evidence base examining the efficacy of CBT for psychosis. The majority 
of these studies have tended to concentrate on looking at outcome in terms of 
symptom severity (Haddock, Bentall & Slade 1996; Bouchard, Vallieres, Roy & 
Maziade 1996), reduced hospital admission time and reduced relapse risk. However it 
may also be important to consider outcome in terms of the impact of the person’s 
experiences on their views of psychosis and on their self-concept because these factors 
are likely to affect the onset and maintenance of symptoms (Garety, Fowler & Kuipers
2000). This may also increase the person’s risk of developing additional psychiatric 
difficulties such as depression (Rooke & Birchwood 1998).
A number of studies have examined people’s beliefs about their voices and the 
distress associated with this. Chadwick & Birchwood (1994), for example, examined 
26 participants’ views about their voices and the impact of CBT. They found that 
CBT produced a decrease in beliefs about the power (omnipotence) of the voices and 
this was also associated with a decrease in the distress experienced, an increase in 
adaptive behaviour and a decrease in the voice activity. It is likely that a decrease in 
the distress associated with the voices and an increase in adaptive behaviour could 
affect the person’s sense of self-efficacy, self-worth, self-esteem and social identity, 
although this was not examined in this study.
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1.6. Rationale for Current Study
A small number of studies have examined the impact of a diagnosis of schizophrenia 
on self-concept (summarised in the previous section). There has been little work 
examining in detail how a person’s view of psychosis and view of themselves (their 
self-concept) may be affected by their symptoms of psychosis and by undergoing 
CBT. The current study aimed to make a preliminary investigation into this area. 
Although a quantitative study is necessary for controlled comparison, available 
measures were not sensitive enough to provide the type of detail this study is 
interested in. The study aimed to provide more detailed information on how the 
experience of psychosis impacted on the participants’ self-concept and how CBT 
might impact on the person’s self-concept. A semi-structured interview together with 
a qualitative analysis was therefore chosen, because this would allow a detailed initial 
exploration of this area of inquiry in order to gain a better understanding of this 
complex area of research. Future research could involve developing a quantitative 
methodology to assess issues of causality and generalisability.
2. Aims and Hypotheses
2.1. Aim of Research
1) To explore how individuals with psychosis view their psychotic experiences.
2) To explore how these experiences impact on an individual’s self-concept.
3) To examine, in an initial exploratory fashion, whether those who have undertaken 
CBT view their psychosis and the self-concept differently from those who have 
not undertaken CBT.
202
Major Research Project
3. Method
3.1. Design
As outlined above an interview methodology combined with a qualitative analysis was 
chosen because it would allow a detailed, initial exploration of the impact of the label 
of psychosis and the experience of psychosis on the self-concept and the possible 
impact of CBT on these areas.
3.1.1. Principles o f Qualitative Research Methodologies
Qualitative research methodologies within psychology involve “the collection and 
analysis of non-numerical data through a psychological lens” (Coyle 2001). They 
attempt to gain a deeper understanding of the area of inquiry and do not attempt to 
find causal explanations (Coyle 2001). Qualitative methodologies are based on the 
idea that there is not necessarily one truth to be found, but that each person may 
perceive, experience and represent reality differently (Chamberlain, Stephens &
Lyons 1997). They are concerned with how people understand and make sense of 
their experiences and the meaning these experiences have for them (Willig 2001).
Qualitative methodologies differ in terms of their epistemological stance, their ideas 
about how we can know something and what we can know (Willig 2001), ranging 
from the realist approach through to the critical realist through to the social 
constructionist approach. Content analysis and grounded theory are usually based on 
the realist approach and suggest that verbal material is a more or less direct expression 
of a person’s underlying mental processes. Social constructionism suggests that 
reality is constructed through language and as a consequence people’s accounts are 
not a reflection of their experience but a way of constructing their experience (Willig
2001). Social constructionist research therefore focuses on examining how social 
reality is constructed by participants and the impact for this for their experience, for 
example by using discourse analysis. Interpretative Phenomenological Analysis (IPA) 
is based on the critical realist epistemological stance, which stands between the realist 
and the social constructionist position. It suggests that a person’s underlying mental 
processes may not be directly accessible from their verbal accounts, but can be 
accessible through interpretation by the researcher.
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3.1.2. Rationale for the use o f IP A
IP A was chosen as a method of analysis for this data because it would allow the 
researcher, through analysis and interpretation, to explore the richness and complexity 
of participants’ experience. It would also allow the researcher the opportunity to try 
and understand their world view and the meaning of their experiences for them 
(Willig 2001; Smith 2001a; Smith, Jarman & Osborn 1999).
3.1.3. Rationale for Qualitative Group Comparison
Group comparisons are rarely done in qualitative analysis because of the small sample 
sizes and because the aim is to explore in depth rather than to simplify material in 
order to create easily comparable variables. However the service was keen to gather 
qualitative data in order to complement the quantitative study they were carrying out. 
Although the limitations of this method for such comparisons are acknowledged, 
exploratory comparisons were considered possible by matching participants on 
symptom severity and by looking for differences in a) the types of themes, b) the links 
participants made between symptoms and the self and c) their understanding of their 
symptoms. Of particular interest was whether the conceptualisations of psychosis 
emphasised by CBT (and its implications for identity) could be identified in the CBT 
group. Whilst it is acknowledged that the feasibility of this comparison would only be 
apparent after the data was collected, and would rely on fairly large differences 
between the groups, the study would, in any case, provide useful information on the 
experience of psychosis and information on the experience of psychosis and its impact 
on self, whether or not such comparisons were found to be possible.
3.2. Interview Schedule
The interview within IPA is flexible. The researcher is not expected to ask all the 
questions they have devised and is not expected to ask them in any particular order. 
The researcher is expected to follow up interesting areas of enquiry that emerge 
during the interviews in order to allow new, unanticipated ideas to emerge. Ideas and 
themes emerge from the data and not from the researcher’s pre-existing knowledge or 
ideas (Smith 2001a).
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A semi-structured interview schedule, was therefore developed. This covered a 
number of areas including general views of self, self-efficacy, views of symptoms, 
views of self since receiving the label and views of self since experiencing the 
psychotic symptoms, comparison with others and sense of control / power. Table 1 
provides examples of questions from each section (see Appendix 1 for full interview 
schedule).
Table 1 -  Examples o f question from the semi-structured interview
Sections Types of Questions in each Section
General View of Self Can you tell me a bit about yourself?
How would you describe yourself to other people? 
How do you feel about yourself?
How would you like to be different?
View of Label & 
Symptoms
Do you have a diagnosis / label?
How do you feel about this?
How do you understand and make sense of your 
symptoms?
Self-Efficacy In general how well are you coping?
How well do you cope socially?
How well do you cope with day-to-day life?
Affect of Symptoms / 
Diagnosis on Self
How do you see yourself since having this label?
How do you see yourself since you started having these 
symptoms?
How does having these symptoms affect the way others 
see you?
Comparison with Others How do you compare with other people who have a 
similar condition?
How do you compare with other people who you know 
do not have a mental health diagnosis?
Sense of Control / Power How much control do you have over your symptoms? 
How does this make you feel about yourself?
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3.3. Selection and Recruitment of Participants
Qualitative methods are rarely able to gain a representative sample due to the limited 
number of participants that can be included and because of the detailed analysis that is 
undertaken. The IPA guidelines therefore suggest the researcher engage in purposeful 
homogenous sampling, where a specific homogenous sample is chosen. The 
researcher then looks at this sample in detail and does not make any claims about the 
larger population (Smith 2001a). The research was conducted within a tertiary service 
that offers CBT for psychosis. At the time of this research the service was 
undertaking a randomised-controlled trial (RCT) of CBT for psychosis with clients 
whose symptoms were not sufficiently controlled with medication. Clients who were 
part of this trial were recruited for the author’s research. All the participants in this 
study, except one, were therefore experiencing medication resistant symptoms of 
psychosis. One participant did not wish to take any anti-psychotic medication.
3.3.1. Selection Procedures
The original aim was to interview 10 participants before they undertook CBT and then 
to follow them up after their CBT was complete. However, discussion with the team 
suggested that it could take approximately 18 months or longer to collect the data and 
this would not allow for completion of the research within the time available. It was 
therefore decided to interview some individuals who had already completed CBT 
within the previous 18 months and some that were currently on the waiting list for 
CBT treatment.
The CBT was offered to clients for a fixed period of 6 months on a weekly or 
fortnightly basis, with approximately 6 sessions being spent on engagement and 12 
sessions or more being therapy sessions. The therapy protocol included establishing 
rapport; developing a collaborative understanding of the psychotic episode; 
developing a person model of psychosis with the client; discussing and challenging 
the meaning of psychotic experiences; discussing the role of medication; working on 
relapse prevention. Where appropriate to the individual client, the therapy also looked 
at issues of self-esteem.
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Initially Consultant Psychiatrists were contacted by the service to ask their permission 
to approach potential participants (Appendix 2). The service then telephoned the 
potential participants to ask if they would be happy to be approached by the researcher 
to discuss the research and to see if they would be interested in participating in the 
study. If they agreed, they were sent a letter and information sheet (Appendix 3). The 
researcher only approached participants who had agreed to be contacted. The study 
was explained to them on the phone and if they agreed, an interview was arranged.
The majority of the interviews were undertaken at the service’s outpatient clinic. One 
participant had moved out of the area and so was interviewed in his home. Another 
participant could not attend the Clinic and so was seen at the day hospital she 
attended.
3.3.2. Exclusion Criteria
1) Those who did not have a diagnosis of Psychosis.
2) Clients whom the Consultant Psychiatrists felt may experience a detrimental effect 
of being involved or continuing to be involved in the study, for example due to 
their mental state at that time.
3) Any individual who objected to the interview being taped and anonomysed quotes 
being included in the written report.
4) Clients who did not wish to be included in the study or those who decided they did 
not want to be involved at any point during the study.
5) Clients where it was not possible to achieve a match in terms of symptom severity 
[based on PANNS data (Kay, Fiszbein & Oplerl987)].
3.3.3. Number ofParticivants
The study aimed to interview 10 participants in each group. At the start of the research 
there were 8 potential participants in the waiting list group for the RCT and 15 
potential participants in the CBT group who fitted the research criteria. The 
researcher attempted to match the participants. It was not possible to match on age, 
sex and symptoms, so the decision was taken to match on symptom severity as much 
as possible.
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There were a more limited number of potential participants in the waiting list group 
and they would only be available for a limited period of time before they went into 
treatment. It was therefore decided to try and match the waiting list group with the 
CBT group and to interview the waiting list group as soon as possible. Although 
there were 8 potential participants available at the start of the research, two were lost 
because of a delay of six months between receiving ethical approval (confirmation 
letter in Appendix 4) and being allowed to start the research due to delays in the 
honorary contract being set up. This left six potential participants, with the possibility 
of further potential participants joining the RCT during the time the research was 
being conducted. Five of these participants were suitably matched with CBT clients. 
The researcher interviewed the remaining client without having a suitable match in the 
CBT group because further participants could potentially have finished treatment 
during the research process. Unfortunately no suitable match was found for this 
client. Two additional participants entered the waiting list group for the RCT during 
the research process, but these could not be suitably matched with the potential CBT 
participants and were therefore not included in the research.
There were 15 potential participants in the CBT group. Of these, one client could not 
be included because the Consultant Psychiatrist did not give permission to contact the 
client. One client did not wish to be involved in the research. Of the 13 other clients 
only five were of a sufficiently close match for the waiting list participants to be 
considered suitable candidates.
3.3.4. Match ins Criteria
It was not possible to match participants in terms of age, sex or other demographic 
characteristics. The two groups of subjects were matched in terms of severity of 
symptoms, on the basis of the Positive and Negative Syndrome Scale (PANSS -  Kay, 
Fiszbein & Opler 1987), which forms part of the current RCT assessment data. This 
scale is a standardised measure with good reliability and validity in the assessment of 
unremitting symptoms in people with schizophrenia (Kay, Fiszbein & Opler 1987)
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The limited number of potential participants available (8 in the waiting list group and 
15 in the CBT group) meant that it was not possible to match the pairs of subjects 
exactly. The matches and pseudonyms for participants are outlined in Table 2.
Table 2 -  Participant Matches Based on Positive and Negative Symptoms Scores on the
PANSS.
Non CBT Group CBT Group Difference in raw 
PANSS scores
Female, Age 20 (Laura) Female, Age 30 (Nicole)
PANSS POSITIVE-1 5 PANSS POSITIVE-1 1 4
PANSS NEGATIVE- 7 PANSS NEGATIVE-1 3 6
Male, Age 40, (David) Female, Age 61 (Lucy)
PANSS POSITIVE-1 6 PANSS POSITIVE-1 7 1
PANSS NEGATIVE-1 0 PANSS NEGATIVE-1 0 0
Male, Age 27 (John) Female, Age 42 (Anna)
PANSS POSITIVE-1 2 PANSS POSITIVE-1 2 0
PANSS NEGATIVE-1 0 PANSS NEGATIVE- 8 2
Male, Age 32 (Richard) Male, Age 30 (Paul)
PANSS POSITIVE-2 2 PANSS POSITIVE-2 2 0
PANSS NEGATIVE- 7 PANSS NEGATIVE- 8 1
Male, Age 56, (Michael) NO SUITABLE MATCH N/A
PANSS POSITIVE-2 0  
PANSS NEGATIVE- 7
FOUND
Female, Age 43 (Jenny) Female, Age 38 (Ruth)
PANSS POSITIVE-2 1 PANSS POSITIVE-2 3 2
PANSS NEGATIVE-1 5 PANSS NEGATIVE-1 5 0
Mean difference in positive PANSS scores = 1.4 
Mean difference in negative PANSS scores = 1.8 
Age range = 20 -  61, Mean = 38
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Ten participants had been given a diagnosis of schizophrenia and one a diagnosis of 
schizo-affective disorder. One participant said they also had diagnosis of depression. 
Three participants specified their diagnosis as paranoid schizophrenia. The ethnic 
origin of clients is outlined in Table 3.
Table 3 -  Ethnic Origin o f Participants
Ethnic origin of participants
White European -  7 (4 specified they were British)
Black British -  2
Black British / Black African -  1
British / West Indian -  1
3.4. Research Procedures
3.4.1. Interview Procedure
Those who had given their consent to involvement met with the researcher for 
between % and 1 Vi hours. The aim of the research was re-explained and their consent 
to involvement was again sought both verbally and through a written consent form. 
They were also asked again if they consented to the interview being taped and signed 
a consent form for this (consent forms in Appendix 5). Participants then completed a 
demographics sheet, which contained information about their age, ethnic origin, 
diagnosis, and length of time since diagnosis (blank form in Appendix 6). The 
participants were then asked questions based on the interview schedule. The 
researcher asked additional questions in order to explore, clarify and expand on 
participants’ responses. The participants had the opportunity to add information they 
thought was important because people’s experiences of their symptoms and their view
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of themselves are complex and it would not be possible to predict all the areas an 
individual might want to talk about.
3.5. Qualitative Analysis
The interviews were taped and the tapes were transcribed (examples of transcripts in 
Appendix 7). The transcript data was analysed using Interpretative Phenomenological 
Analysis (Smith et al 1999), which sets out a series of steps to ensure that the analysis 
is systematic and supported by the data (Osborn & Smith 1998). The stages involved 
in the analysis are outlined in Table 4. IP A is ideographic (Smith 2001a), so the 
transcripts are normally analysed case by case to ensure that participants’ individual 
stories are maintained in the write-up, as well as examining the generalisations across 
the participants (Smith 2001a). However Smith (2001b) is aware of the need to be 
pragmatic when there are limitations on time to complete research and when the 
researcher is faced with the need to fulfil particular requirements in terms of 
participant numbers. He suggested that if the researcher had more than approximately 
five participants, it might be necessary to complete an intensive case by case analysis 
on some of the transcripts and then complete a less detailed analysis on the other 
transcripts (Smith 2001b). The researcher followed this pragmatic approach to 
analysis, analysing five transcripts individually and then 6 further transcripts on the 
basis of the themes from the first five transcripts (see Table 4, number 9).
3.6. Reflexivity
It is important to acknowledge that the researcher shared in the view of psychosis as a 
mental illness and adhered to the bio-psycho-social model of psychosis, which 
suggests that biological, psychological and social factors can influence the 
development and maintenance of psychosis. The author was aware that this 
perspective could influence her reading of the transcripts. It meant that on occasion 
the researcher had to try and ignore her perspective and adhere to the participants’ 
perspective. This occurred, for example, when some participants talked about 
believing that the voices or unusual experiences were real or were caused by the 
person picking up information from mobile phones or satellites.
211
Major Research Project
Table 4 - Stages o f IPA Analysis undertaken in the study
Stages of IPA Analysis Undertaken in Research
1) One transcript was read and re-read.
2) Notes / thoughts / summaries / questions were recorded in the left-hand margin 
during these initial readings.
3) On another reading emerging themes were recorded in the right-hand margin.
4) The themes were listed on a separate sheet of paper and those that clustered, 
collapsed together or were linked to other themes were noted.
5) The original transcript was reviewed to ensure that the themes and their 
connections fitted with the data. Examples of quotes that relate to these themes 
were noted.
6) Stages 1 - 5  were repeated for the next four transcripts.
7) The first transcript and the themes from this were reviewed by a group of 6 peers 
to ensure that the themes were valid and supported by the transcript data.
8) Four further transcripts were reviewed by two peers to help ensure that the themes 
were plausible and consistent with the transcript data.
9) The themes from these five transcripts were used as a basis for analysing the six 
remaining transcripts. Each transcript was reviewed separately to see where they 
did and did not fit with the original themes. Additional themes were included on 
the basis of the analysis of these transcripts.
10) A final list of themes was developed, which included themes, clusters of themes 
and the connections between them. The quotes from the transcripts were reviewed 
to ensure that the themes were consistent with the data.
11) The final list of themes was reviewed by peers to examine the plausibility of the 
whole thematic structure and to ensure that they were consistent with the 
transcript data.________________________________________________________
The researcher’s status as a Trainee Clinical Psychologist also influenced the research 
process. Two participants expressed suicidal ideas during the interview. The 
researcher felt that it was important ethically to explore these issues with the 
participants and to discuss the need to pass this information on to the treatment
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service. The author was also aware that one participant seemed to be experiencing a 
lot of voices during the interview, which the participant confirmed and that two other 
participants seemed quite vulnerable. The researcher was aware that she did not wish 
to push these clients on some of the questions. Obviously this may have produced a 
less thorough interview, but ethically it was important to consider the welfare of the 
client.
There was also evidence from the interviews that the participants were influenced by 
the role of the researcher. The first questions asked them to say a bit about 
themselves. A number of the participants talked about their mental illness at this 
point. When they were then asked to say how they would describe themselves to 
other people these participants often said that they would not talk about the mental 
illness and some of them said that they would not say the things they had said to me, 
for example:
“I wouldn’t be telling them all the things I’m telling you.. .’’(Lucy)
“I’ve told everyone I’ve just had a nervous breakdown. I haven’t told
them I’m suffering from paranoid schizophrenia” (Michael)
The participants had not met the researcher before and would not meet her again and 
some of the participants were currently experiencing a lot of difficulties. Despite this 
all of the participants tended to talk in great detail about their lives and experiences in 
a way that was often frank and very moving and produced a great deal of valuable 
data.
3.7. Reliability & Validity
Validity and reliability criteria need to be applicable to the epistemological stance of 
the research. Elliott, Fischer & Rennie (1999), have developed a set of good practice 
standards, some of which are applicable to both qualitative and quantitative 
methodologies and some of which are specific to qualitative methodologies. The 
author attempted to adhere to these standards during the research process as follows:
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1) Owning one’s own perspective -  the researcher kept a research diary throughout 
the research process, which detailed any thoughts about the research and any 
issues that arose during the research process. This was a particularly useful tool 
when considering issues of reflexivity and some of the information from this diary 
is contained in the reflexivity section.
2) Situating the sample -  the sample is described in detail so that the reader can 
assess the applicability of the results for a wider sample of people.
3) Grounding in examples -  examples are included throughout the results section to 
allow the reader to make their own judgments about whether the interpretations 
fitted with the original data.
4) Providing credibility checks -  The aim of IPA is not to develop a set of themes 
that everyone agrees on, but to develop a set of themes that others judge to be 
valid and based on the research data. With this in mind, five transcripts were 
reviewed by peers (as outlined in the section of process of EPA analysis) and the 
final list of themes and the write-up were reviewed by two peers to examine the 
plausibility of the whole thematic structure and to ensure that they were consistent 
with the transcript data.
5) Coherence -  the researcher attempted to ensure coherence by presenting the data 
in a structured way based around the themes that emerged and by showing the 
differences and similarities that emerged across the transcripts.
6) Accomplishing general versus specific research tasks -  the research aimed to 
gain an understanding of a range of participants’ views and experiences and 
therefore discussed the range of experiences in depth as well as summarising the 
experiences in the discussion section.
7) Resonating with the reader -  the researcher felt that the research expanded her 
own understanding of the area of inquiry and hopes that it will do the same for the 
reader.
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4. Results
Limitations of space prevent the inclusion of all the themes identified in the 
transcripts, such as those relating the participants’ views of what caused their 
schizophrenia and their methods of coping with their symptoms. The author chose to 
focus on describing the themes related to how the symptoms impacted on the person 
and on their self-concept, and how the label of psychosis (e.g. schizophrenia, schizo­
affective disorder) impacted on the person and on their self-concept. These themes 
are summarised in Table 5.
Table 5 -  Themes Relating to the Psychotic Experiences
THEMES SUB-THEMES
STRUGGLES 1) Trying to make sense of the experiences 
-  are they real or not?
2) Struggling to cope with the power of 
the symptoms.
3) Struggling to cope with day-to-day 
issues.
4) Struggling to fit into the social world.
SOCIAL COMPARISON 1) Comparing self with people who had a 
mental health diagnosis.
2) Comparing self with people who did not 
have a mental health diagnosis.
3) Viewing self as ‘not normal’.
LOSSES 1) Loss of career opportunities.
2) Loss of lifestyle opportunities.
3) Loss of self-belief and self-confidence.
4) Losing sense of self.
5) Positive impact of experiences -  gains.
VIEWING SELF NEGATIVELY 
DUE TO THE SYMPTOMS
DISTANCE BETWEEN ACTUAL 
AND IDEAL SELF
HOW THE LABEL OF 
PSYCHOSIS IMPACTED ON THE 
PERSON AND ON THEIR SELF- 
CONCEPT
1) Negative views of label
2) Negative views applying or not 
applying to the self?
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The research also aimed to explore if  any differences emerged between the CBT and 
waiting list groups within these areas. The two groups will therefore be described 
separately in each of these sections to facilitate consideration of similarities and 
differences. Similarities and differences will be discussed in the discussion section.
4.1. Struggles
A number of the participants described struggles they either had experienced in the 
past or were experiencing currently. This included struggling to work out if their 
experiences were real or not, struggling with the power of the symptoms, struggling to 
fit into the social world and struggling to cope with day-to-day issues.
4.1.1. Struggling to Make Sense o f Their Experiences — Are These Experiences Real or 
Not?
A number of participants in both the CBT and waiting list groups talked about their 
experiences in a way that suggested they were, at times, struggling to work out if  they 
were real or not. Their comments also revealed some of the strategies they used to try 
and help them with this.
a) Waiting List Group
Laura said that she tried to deal with the bad voices by telling herself that they were 
not really happening, but were part of the illness, but she talked about how difficult it 
was to believe this:
“Well sometimes I try and say ‘well that’s part of the illness’ but I don’t 
believe it, I’m too worried about the actual thing rather than trying to say 
‘oh it’s [the illness]”’
Laura also talked about a particular incident, which revealed that she would often use 
the strategy of checking things out with her father to help her decide if  her experiences 
were real or not:
“I need reassurance from other people. I need them to say ‘Is this the 
case? Is that the case?’ My Dad’s a pillar, he’s great.. .Once when I was
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in the hospital I thought that the nurses were trying to kill me and I had to 
ring my Dad and it was really frightening”
Richard also talked about times when he found it very difficult to know whether his 
thoughts were real or not. He gave an example of when he was on the bus and 
thought that people were saying bad things about him:
“It makes me feel bad. I get angry with myself when I get off the bus and 
someone's been provoking me. I don’t know if they really have though, 
that’s the question.”
At other times his difficulties in deciding whether the voices were real or not were 
linked to how powerful they felt:
“.. .sometimes when I can tell somebody doesn’t like me, it tends to 
overtake me. Then I feel I can’t, even if I tell myself that, because for 
years I thought these devil worshippers were out to get me, as much as I 
try to reason against myself that it’s not true I believed it strongly. It was 
almost like I wanted to believe it.”
This extract also identified that Richard, like Laura, sometimes engaged in the strategy 
of reassuring himself that the voices were not real, although this strategy did not 
always work. Richard also said he tried to examine whether he had misconstrued 
things:
“I thought people were saying things on the bus or the train, when I 
travelled, saying ‘get him’ and certain things.. ..I thought I could hear 
what people were saying under their breath, and I don’t know if it’s true 
because I tested myself and things that people have said, which could be 
misconstrued as something else, I have turned it into kind of like a 
something, a kind of like an attack against me.”
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Richard and Laura both tried to step back from their experiences and decide whether 
their experiences were real or were the result of psychotic symptoms. Richard 
suggested that it was less of a struggle for him now than it had previously been:
“I don’t feel, you know, these people are out to get me anymore.. ..the 
belief has waned a bit and the symptoms have waned because I don’t 
believe in it as much as I used to”.
David and John suggested that it may have been a struggle for them to work out 
what was real or not in the past, but this is no longer a problem, for example 
John said:
“.. .1 don’t believe that the illness is real, that it is those people thinking 
that thought, I think it’s just a thing in my head”
And David said:
“gradually over the last 20 years I have become.. .more able to see what’s 
delusion and what’s not.”
It is not clear how they achieved this or why they no longer struggled with this.
Michael talked about his experiences in a different way. He was not struggling to 
decide if his experiences were real or not. He believed that they were real and were 
not related to a mental illness:
“ .. .1 don’t accept it as an illness, as a psychosis, I accept it as a reality of 
life and the only way I can live through that reality is through injections to 
make it go away"
“.. .it’s real, but I know that if I take medication I can say to myself, I can, 
it lessens the feeling of being reality. It’s the drug, it’s the drug taking 
away the nasty feeling of reality.. ..I’m not living in reality when I’m on 
injections.. .it’s taken away the feeling of paranoia that is reality to m e...”
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b) CBT group
Anna and Ruth, like Laura and Richard, talked about the struggles they were having in 
trying to work out whether their experiences were real (actually happening). Anna 
talked about how she initially believed that when she heard people saying bad things 
to her they were actually doing this, but this was no longer the case:
“I thought to myself, these people don’t know you, they can’t be talking 
about you. There must be something wrong”
Anna also described her realisation that what she was hearing might not be real:
“.. .1 remember thinking how can they sit there and let her abuse me like 
that. And then I thought they can’t hear what I’m hearing. And then I 
realised that I was very ill.”
Anna’s descriptions suggested that this realisation occurred when she began to step 
back from her experiences and think about them, as well as when she began to observe 
how other people responded. Anna also identified similar strategies to Laura to try 
and work out whether things she heard were real voices or not, this being to check 
with others:
“I had asked the priest at church whether he was talking to me in the 
middle of the service the week before because it seemed to me that he was 
talking to me in the middle of the sermon.”
She talked about difficulties that this strategy caused:
“.. .you realise th a t.. .any feeling that you get that people are a bit fed up 
with you, it could be just the paranoia or it could be true, they are a bit fed 
up with you and I ask them constantly at work and now of course now 
they are fed up with me because I have been asking them for eight years 
whether it is alright for me to be there.”
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Anna said that the CBT had helped her to “ask less” and to check things out in a more 
subtle way. Instead of asking people at work whether they still wanted her there, she 
would say “see you tomorrow” and if they said ‘yes’ she knew that it was all right to 
“come in the next day”.
Like Anna, Ruth also talked about struggling to understand if  the voices were real or 
not. She described how her voices felt real “at the time” but “they don’t seem real 
when they finish.” Ruth also seemed to engage in strategies, but they seemed to be 
more about not believing what the voices were saying, taking them “ .. .like a pinch of 
salt” . She also argued with the voices instead of just believing what they said:
“If they say something, I say I’m not”
At other times she talked in a way that suggested she was trying to work out what was 
real or not, by working out what was “inside or outside” her head and also by trying to 
distinguish the voices from “what’s happening on the outside, on the news and all 
that”. She talked about keeping the television and radio on at the same time to try and 
help her decide if the voices are following her.
Ruth also described how, at times, it was easier to know that the voices were not real 
when she was with others because of “their reactions”. Like Anna, she felt that the 
voices were “ not real” because if they were, people would be reacting differently.
Paul talked about his early experiences with voices and thoughts about himself and 
how he believed them totally and did not know that they weren’t real, for example:
“.. .you don’t realise that the voices you hear may be feelings and not 
voices”
He saw himself as “very ill and confused” and said “perhaps now I am not so [ill and 
confused]”. Again for Paul there had been a change over time in his beliefs, but it was 
not totally clear how this has occurred.
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Nicole and Lucy, like Michael, did not struggle to work out what was real or not, but 
believed that they were real. Nicole frequently distanced herself from the idea of 
having a mental illness by saying, “what they call illness”. She said that people 
singled her out in the street and said she was evil and nasty and laughed at her and she 
wondered, “why do people single me out?” and seemed to think there was something 
about her that led them to do this. She also struggled with the fact that other people 
(mental health professionals and other people with psychotic disorders) kept telling 
her these experiences were not real, but were “symptoms”:
“.. .the doctors keep telling you that ‘I know how you feel, but it’s not real 
and you’re imagining it, but they don’t know how, what you’re going 
through”.
She then went on to say:
“I think women have intuition and you can feel things, you know, when 
people are against you.”
This suggested that Nicole used her feelings and her intuition to decide what was real 
or not. She therefore differed from Laura, John, Anna and Richard, who talked about 
their awareness that their experiences felt real, but that they tried to step back and 
examine them. This was particularly clear from an account by Anna, who talked 
about how these experiences led her to gradually realise that she could not trust her 
feelings anymore:
“.. .one is used to trusting ones intuition and ones feelings.. .1 didn’t realise 
that I couldn’t trust them anymore...”
At other times, though, Nicole seemed to be wondering if other people were right:
Researcher Is there anything else that’s affected your self-confidence
and self-belief?
Nicole What they call illness, as well...
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Researcher And you say what they call illness, what do you mean 
when you say that?
Nicole I think it’s very hard to admit it to yourself that you need
to be on medication because a lot of people do not know 
and when you bump into people it’s very hard to tell them 
what’s going on and what your experiencing.. ..a lot of 
my family just think I’ve got depression, they don’t even 
know about the other thing....”
She then talked more about this issue of facing up to having the illness:
“ .. .1 think most people are just trying to come to terms with, you know, 
what’s happening to them.. .1 think people kind of come to terms with it 
and some of us can’t face up to it.”
Lucy also identified her experiences as real and did not relate them to a mental illness. 
She explained difficulties with tiredness as occurring due to factors like “energies” 
being drained from her by others and voices as things she picked up from other 
people, from “subliminal” messages or from signals from “a rocket going past Mars”. 
She described, for example, a situation when she was waiting for a train and heard “a 
voice in my head saying ‘why don’t you jump in front of the train’. She believed that 
she had “either picked up [this thought] from someone who has thought along those 
lines or I think a suggestion has been put in”. She felt clear that this was not her own 
thought because “I don’t think in those terms”.
4.1.2. Struggling to Cove with the Power o f the Symptoms
A number of participants in both the CBT and waiting list groups talked about their 
experiences in a way that suggested they could be powerful and at times over­
powering. This was suggested, for example, by the language they used, such as ideas 
about fighting and battling and also by their direct comments about the symptoms 
overtaking them.
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a) Waiting List Group
Laura said that she worked hard to fight the symptoms and not give into them:
“I really want to get better and go down the right crossroad because I got 
to a crossroad where one side was like, I’m going to give in, I’m just 
going to give in, I’m just going to stop fighting it because I’m not getting 
anywhere and to jack in my pills. But I’ve picked the other road, which is 
to keep fighting...”
“...when the thoughts come sometimes, I can’t do anything, I’m like at 
their mercy”
Her fear was that the thoughts / symptoms were so powerful that they could destroy 
her social self:
Laura I’m just worried that it will get worse and worse and it will end up
destroying me really.
Researcher Right, and when you say destroying you, what could it destroy?
Laura Um, my self with people
The symptoms seemed to be powerful and in control and she felt unable to “get my 
control back.” Jenny also seemed to find the voices difficult to get away from, again 
suggesting their power and she talked about the drastic thoughts she sometimes had 
about how to deal with them:
“I’m walking along the street and.. .1 hear the voices and I don’t know 
what I’m going to do, I’m going to run into a car or what because it’s 
annoying me ever so much”
“Sometimes I think when I hear the voices I think ‘throw them away’ and 
that’s the only way out.. .like the suicide sort of thing”
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John was not battling with the power of the symptoms at present and saw them more 
as an irritant, “like a cut finger”. He did reflect on the fact that there were times when 
the symptoms were very overpowering for him and he recognised that this was the 
case for others as well:
“Well depending on what stage they’re at with the illness, I mean if their 
nerves are playing up and they’re paranoid and scared to go out or 
depressed....it’s just something they, you go through, you know it can get 
the strongest of men...”
He then reflected on his own experiences of the power of the symptoms:
“Well I’m in a different place.. .if your nerves are playing you up it can 
take you down because if it’s playing up that bad and you’re just, you’re 
scared to do anything, you can’t hold your own, you can’t even talk to 
anyone, because you’re just too nervous”
As described above, Michael saw his experiences as real. He felt that “the 
establishment have total control”. However he also talked in a way that suggested his 
experiences were very powerful and at times overtook him, whilst at other times he 
had more power and control, due to the medication he was on:
“... you see I have an imaginary visor.. .The medication, the injection will 
push that visor right back and make me feel I can cope.. .if I do believe 
there’s bugging going on I can reason with it. I can say it might be 
coincidence. If the visor starts to come forward I doubt things very 
strongly and I worry that it is happening, things around me are.. .definitely 
happening, when the visor locks forward I won’t listen to anybody.. .1 
can’t reason with anything. I can’t say well it might have been this or it 
might have been that. I say well it’s definitely this and it’s definitely 
that.”
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b) CBT Group
A number of the CBT group also talked about the power of the symptoms and their 
attempts to fight against them. Anna said that she was still “battling” with the voices 
and the paranoia, but was trying “to put the illness behind” her. Ruth, on the other 
hand, described the symptoms as “bloody minded”, suggesting their tenacity and 
strength. She did not seem to have the strength to fight them at present:
“I don’t have much willpower these days to fight the voices”
She also talked about the voices “perpetrating” her and said the voices and other 
symptoms would “seep out”, again suggesting their power. She did not feel she had 
any “control over symptoms” and said she felt “helpless.. .because there’s nothing I 
can do about it [the voices perpetrating her] ”.
Although at times in the interview she did not have the strength to fight the voices, 
later in the interview, when discussing how she felt she was coping, Ruth talked in a 
way that suggested she was still trying to fight against the symptoms and had not been 
overtaken by them:
“I’m trying to keep my head above water”
“I’m swimming vigorously”
Paul, like John, did not seem to view the symptoms as powerful at present. However 
he did say that in the past he was “trapped” in the experiences, but had “overcome” 
this. He described how during his 20s:
“I didn’t shrug it off and laugh, I thought Oh god, I’m ill, you know.
There’s a big circle that you go round and round in. Eventually, you 
know, now I’ve found my way out of it, thank god”.
Paul felt that psychosis caused an “empty void” and a “numbness, blank, vacant” 
feeling in his mind and he felt like his “brain cells were dead”. This suggested a
225
Major Research Project
different kind of power, a power to paralyse his mind, which he had to struggle to get 
out of:
. .with the psychosis you can’t do much. You might be able to sit in 
front of the telly, but you can’t watch telly because it doesn’t .make any 
sense to you.. .Communication’s difficult. Talking to people”
“.. .when you’re in there, you’re in there. You’re in the tunnel. You can’t 
get out. You can’t even think about what people are thinking about you at 
the moment...”
4.1.3. Stru2zlin2 to Cove with Day to Day Issues
Some of the participants in the CBT and waiting list groups talked about the 
difficulties they were experiencing, or had experienced, in dealing with day-to-day 
issues. However not all participants mentioned this. Some felt that they coped well 
with day-to-day issues.
a) Waiting List Group
Jenny talked about her difficulties in coping with day-to-day tasks, like cleaning, 
washing and cooking. She also talked about how difficult it could be to cope with 
people’s reaction to her not completing day-to-day tasks. She said that her family 
would sometimes say:
“Things like have I had a wash, or I’m lazy, I haven’t done anything all 
day. I haven’t washed out my clothes.. .1 need to wash up the dishes...”
She then talked about how “embarrassed” it made her feel that she “might not have 
had a wash” and that her family might say to her “Oh you’re smelly or something like 
that”. There seemed to be a real feeling of shame about this, as suggested by her 
comment that “Sometimes I feel so dirty” and her family say things to her she feels 
like she wants to:
“go away and .. .hide in a comer”.
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David said that he coped “reasonably well” with day-to-day life but that due to the 
illness “It’s possibly a bit more difficult”. Laura, John, Michael and Richard all said 
they coped well with day-to-day issues like looking after their home and themselves, 
for example John said he coped:
“fine.. ..physically and mentally I can .. ..do anything I want”
b) CBT Group
Nicole talked about how “day-to-day issues” were a “struggle” for her and this meant 
that her house was “bit of a mess” and she had not been cooking for herself. When 
asked why these things were difficult for her she said she had “no motivation”. Ruth 
also seemed to be struggling with day-to-day issues. She said:
“I’ve bought a new hoover. It’s still in it’s box. I haven’t bothered to 
open it.. .1 think I’m afraid what I’m going to find.. ..there might be bits in 
there what need to be changed.. .things that don’t fit properly ”
Ruth was then asked if anything else stopped her doing things around the house and 
she said “my voices”:
“They tell me wash your hands when I go to the toilet.. ..wash your hands 
before you cook food”
Ruth identified difficulties in “crossing roads”, which she thought was partly due to a 
“lack of concentration” and so “they bib their horns”. She also said that sometimes 
she felt she might do it on purpose “I feel like I’m going to walk in front of a bus” 
because of “feeling low”, having “no companionship” and because of “lack of 
motivation”.
Anna talked about the difficulty of coping with her job while she was on medication, 
while Lucy said that her lack of energy meant that it took her much longer to do things 
and also made it difficult for her to think and understand things:
“I feel like an old person pottering around”
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“I’ve been finding it very difficult to answer letters or get to meetings.. .1 
can’t rise enough or get the energy working to be able to understand 
properly”.
Nicole felt “overwhelmed at the moment”, but was able to reflect on times when she 
had coped well. She said her current difficulties were partly because she had 
experienced “a lot of changes” in the people who were her key worker and 
psychiatrist.
Paul felt he was coping well, but that he had “been through a lot and.. .come out the 
other side”. He remembered in the past, not being able to do anything and struggling 
with concentration, which then led him to “.. .worry about why can’t I do that, why 
can’t I concentrate.. .that goes in your mind and gets bigger and bigger and bigger”. 
Anna also felt she was coping “quite well” with day-to-day life.
4.1.4. Struggling to Fit into the Social World
A number of the participants talked about difficulties they had in social situations. 
Laura and Richard, in the waiting list group, and Nicole, Anna and Ruth, in the CBT 
group, talked directly about how their symptoms impacted on their ability to cope in 
social situations.
a) Waiting List Group
Laura found that in social situations her “thoughts go mad and I feel I’m out of 
control” she therefore found it difficult to cope in social situations and would also 
drink to try and calm herself.
“ .. .things like going places, meeting my family all together, I find hard, 
going to college I can’t do. Going out without having a drink, because a 
drink is almost like a medicine.. .helps me cope, keeps me calm and I can 
cope and my thoughts don’t go berserk because I’m a bit.. .calmer”
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The dilemma for Laura seemed to be that the things she most wants in life are things 
that would require her to be able to cope with social situations. One example was her 
desire to go back to college:
Laura: “I find it hard to go back to college again.. .I’ve got to sit in the
classroom with people around me.
Researcher What happens when you try to do that?
Laura: Um, my thoughts go mad and I feel I’m out of control.
She also wanted to go onto university and have a boyfriend, but again identified her 
“problems” (symptoms) as stopping her doing this:
“I’d like to be at University. I’d like to have a boyfriend.. ..I’d like to be 
able to do more things without being stopped by my problems”
Richard described how when he believed that people were devil worshipers and 
disliked him, he found it difficult to be in social situations:
“Since I started having the devil worshiper, I saw myself as a guy 
struggling to survive against the tide.. .Fighting against the tide, 
swimming against the tide, all these people dislike me and yeah, so it was 
difficult”.
Richard contrasted his current situation with how he was in the past by saying that he 
could “handle situations when there’s crowds” and that he “didn’t used to handle it 
well when there was crowds of people”. He recalled that his friends would encourage 
him to go out and he either would not go or if he went he would “be feeling awful, be 
waiting for when it’s time to go home”. He contrasted this with how things are now:
“when I go home from a club with my friends I kind of miss it. So, I’ve 
changed”.
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John also talked about his symptoms occurring more when he was “around a lot of 
people”, but unlike Laura’s experience, he said this did not seem to cause him any 
difficulties socially and “you wouldn’t even notice it”.
David talked about the fact that he was always “naturally timid” and therefore found it 
difficult being in social situations, but he also said that the “illness” [schizophrenia] 
didn’t help with his “social confidence”. It was not clear, however whether he was 
talking about the label or the experiences of psychosis. Earlier in the transcript he 
talked directly about the impact of the label on his social life, so it was possible it 
could have related to this.
Jenny talked about her difficulties in social situations in a different way. She said that 
she was “scared” and “frightened” of going into social situations because she was 
“frightened of people saying things about me, quick shots”. She did not identify these 
as relating to symptoms, but saw these as actual occurrences. She also identified that 
she was “nervous” in social situations and that she did not “cope at all” socially: “I 
shy away”.
Michael’s experiences did not make him feel that he struggled socially. He said “I 
mix quite well”. His social struggles seemed to be about “fighting to be liked” and 
“fighting to be funny”.
b) CBT Group
Anna and Ruth, like Laura, talked about their difficulties coping socially because it 
provoked the symptoms. Anna acknowledged that she did not cope “very well” in 
social situations and therefore tried to “avoid” them because: “I think the paranoia 
makes that very difficult”. Ruth also talked about avoiding social situations: “In case 
it provokes the voices”, although at an earlier point in the interview Ruth said that 
being with others could, at times, help her to work out if the voices were real or not. 
Ruth also said she compared herself with how she used to be socially:
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“ I haven’t got many friends.. ..I used to be.. .the centre of attention, have 
loads of friends.. .When I became ill they deserted me. They couldn’t be 
real friends then could they?”
Lucy said she had been very withdrawn in social situations and her friends were aware 
that she was “so silent” and “didn’t speak much”. She did not relate this to a mental 
illness but due to her difficulties in thinking, which she felt were caused by her lack of 
energy and other people draining her. She was aware that this had changed more 
recently and she was “talking more”. However she also acknowledged that even now:
“they can have a really good discussion but I seem to put a dampener on it 
because I’m trying to work out what they’re discussing before I can join in 
properly”.
Nicole identified difficulties in coping socially, but like Jenny, she felt that this was 
because of the way others behaved towards her. She felt that people undermined her, 
took advantage of her and “dump” on her:
“Because the more you try to interact with people, the more you realise 
that they’re not really there with you.. .Every interaction I have, every 
friendship I try to make, they always go wrong”.
“Well it’s a case of you try to be the best person you can and somehow the 
message you get back is, you know, you’re still not good enough.”
She felt that being undermined had led her to feel that she was “losing a sense of self 
and self-belief’. She also identified that “everybody” undermined her self-confidence 
and included the interviewer in this:
“You make me feel bad because you’re so confident”.
Nicole felt she was “a bit cut o ff’ from society and “on the edges of society. I don’t 
feel part of anything”. Yet what she really wanted was to fit in, “to be accepted”.
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Paul did not talk about struggling to cope socially. It seemed that for him his 
experiences of being unwell were times when he focussed inwards. Also he talked 
about missing out on his twenties and not being able to do anything during this time, 
so perhaps he just did not go into social situations when his symptoms were at their 
worst.
4.2. Social Comparison
4.2.1. Comvarins Self with People who had a Mental Health Diagnosis
The participants varied in how they compared themselves to other people with a 
similar condition to themselves. Some participants saw themselves as worse off, 
others as the same and others as better off than other people with a similar condition.
a) Waiting List Group
Jenny felt she was “worse off “ than other people who had a similar condition to 
herself because they were “calm” and more able to socialise than she was. Laura felt 
she also was worse off in terms of her ability to socialise, but better off in terms of not 
experiencing negative symptoms and being able to look after herself and her home. 
David and John saw themselves as the same as others with mental health problems 
and John seemed to normalise his experiences:
“I think well I’ve gone through a hard time and I don’t, I fail to believe 
that anyone is not going through a hard time their self.. .1 mean people 
who haven’t had the problem, good luck to them, but you know I still fail 
to believe there’s nothing wrong with them at all”.
Richard saw himself as better:
“I’m a lot better. I’m more hygienic”
“.. .more tidy.. .I’ve got determination to do things”
Michael did not see himself as having a mental illness, but was able to say how his 
behaviour differed from people he met on the ward:
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. .1 don’t abuse the staff. I don’t’ swear at the staff. I’ll accept 
treatment.”
b) CBT Group
Anna, like Richard, felt that she was “quite well off in comparison with “a lot of 
people.. .who’ve got similar problems” because she:
“Got the help that I need and I’ve got my own flat”
and because she had “friends”, “somewhere to go everyday” and had “a much better 
quality of life”.
Nicole identified herself as similar to other people with mental health problems in 
terms of the feeling “alienated”; “out of touch.. .with ourselves” and “out of control a 
bit with how you feel”. While Ruth saw herself as the same or worse than other 
people with a similar condition in terms of the psychotic symptoms she experienced.
Paul responded in a different way, suggesting that everybody was “different” 
and therefore did not make any comparisons with other people.
4.2.2. Comparing Self with People who did not have a Mental Health Diagnosis
a) Waiting List Group
All of the participants except John and Paul viewed themselves negatively in 
comparison with people who did not have a mental health diagnosis. John viewed 
himself as the same as people with or without a mental illness -  seeing it as one of the 
difficulties in life that you have to go through and equating it to any other types of 
difficulties (see quote above p232).
Jenny, Richard and Laura made comparison in terms of what other people could do:
“they can do things without being totally anxious. They can have 
relationship with guys, go out to eat.. .they can see people, meet
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people.. ..when I was at the college, I couldn’t see people outside of 
college as well.. .cos then I’d find it very hard being back in the classroom 
with them.” (Laura).
Richard felt they “do more” and “they start things which they finish”. He also felt 
they were more “reasoned and measured in their life” and were “more together than I 
am” and “don’t feel as low as I get”.
“.. .they can improve and get on and have a life, marriage, children. I 
can’t have those thing.. .because I’m not able to cope” (Jenny)
“ I’m on my guard all the time.. .1 don’t watch a film.. .because there’ll be 
something on it that I believe they’re put on for my benefit to upset 
m e.. ..anybody else can watch a television programme all night and then to 
bed and not let it worry them.” (Michael)
b) CBT Group
Paul was the only participant in the CBT group who identified himself as the same as 
people who did not have a mental health diagnosis:
“We are all humans, we shit, we eat, we drink, we fart”.
He also seemed to normalise his experiences by talking about all types of serious 
illness in the same way:
“Some people go through life for 75, 85, 90 years without being seriously 
ill once. Somebody else can go through it and be ill for 50 years.”
Both Anna and Nicole viewed themselves as “inferior” (Anna). For Anna, this was 
about her difficulty in fulfilling social roles, which led her to feel “part of the margin 
of society”:
“I have friends who are married, got two children.. .look after the 
parish.. .they have an entire lifestyle that I can’t support” (Anna).
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Nicole compared herself negatively in terms of seeing other people as “happier” 
having “more self-control”, and not being “so concerned with everything”. Ruth also 
identified her belief that people without a mental health diagnosis were less concerned 
or worried about things:
“They’re free as a bird not worried”
She also felt that her “brain” was “cluttered” with “thoughts, emotions, voices.. .and 
fears”, which they did not experience. Ruth also identified one way that she felt 
similar to people who did not have a mental health problem, which was in terms of 
having a similar sense of “humour”.
4.2.3. Viewing Self as ‘Not Normal’
Five out of the six participants in the waiting list group and two of the five participants 
in the CBT group talked about the issue of whether they were normal or not.
a) Waiting List Group
Richard, John and David saw themselves as ‘pretty normal’ or ‘nearly normal’, 
whereas Michael and Laura did not view themselves as normal. Richard said he 
hoped to “make a full recovery” and “become a normal member of society” and when 
asked about this he said “most of what I do is normal” and the only thing abnormal 
about him was “some of the things I think are abnormal”. He also compared his 
behaviour with that of some other people and viewed himself as less abnormal than 
them:
“[I don’t ] shout obscene thing to people.. ..walk in the street naked, 
or.. .stab people.. ..I don’t walk around with a knife. So I am normal to a 
large extent. But some of the things I think are abnormal”.
John mentioned being “normal” and “a normal bloke” throughout the interview. He 
also frequently said he was normal “barring this problem [schizophrenia]”:
“Everything about me is just normal, barring that problem.”
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John also seemed to normalise his experiences by saying that he believed everybody 
had hard times in their lives and he saw his experiences with schizophrenia as a 
difficult experience that he went through.
Michael and Laura talked about not feeling normal in themselves and in comparison 
with how they used to be and feel. Laura said she had been “polluted” and “corrupted” 
by schizophrenia, while Michael said that he did not feel normal because of the 
amphetamines he took:
“[it’s] done my head in because I can’t think like a normal person. I feel 
I’m normal. I feel I act normally and I feel I look normal but I don’t feel 
normal. Not in my head.”
“I would like to feel normal without any medication. I feel normal talking 
to you now, at the moment I feel normal but I know that on Thursday I’ve 
got to go back and get that injection because I know next week, otherwise 
I won’t feel normal”.
However soon after this Michael said that he was normal and other people were not:
“I feel normal, but I feel they’re not normal out there.. .other people are 
not normal”
David said he had learnt “to live with it [illness]” and so saw himself as “pretty 
normal”.
b) CBT Group
In the CBT group only Nicole and Paul talked directly about whether they viewed 
themselves as normal. Anna and Ruth talked in a way that suggested they might not 
view themselves as normal. Nicole seemed to consider whether she was normal both 
from the perspective of her experiences:
“ .. .it’s not normal to hear voices is it? You are not a normal person”.
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and also on the basis of how she felt, as suggested by her comments when she was 
asked how far she was from her ideal self:
“Well, I’d have to feel normal again wouldn’t I”
Later she said she felt “like a bit of a freak really..
Anna and Ruth did not directly mention the words normal or abnormal, but they 
talked in ways that suggested they might see themselves as abnormal. Ruth said she 
felt “sick in the head” and Anna said:
“I think that I’m possibly a bit odd anyway and, and having the illness 
makes me a wee bit odder, but not that much more than I would be 
normally”.
However Anna did not view being odd as a negative thing, but saw it as “more factual 
than negative”. However she also talked in a way that suggested her view of herself 
had changed over time. She said that when she first became unwell it was “just a 
question of coping with the symptoms.. .1 think my view of myself went a bit on 
hold”. However since then she viewed herself as:
“a valuable person but I was handicapped in some way”.
Again this suggested that she saw herself as not ‘normal’ but ‘handicapped’, but she 
was also able to see herself as ‘valuable’, so she did not seem to view being different 
as a problem. This seemed to be in contrast to some of the other participants 
including Laura in the waiting list group and Nicole in the CBT group.
Paul said that he now felt he was normal, but his comments suggested that he might 
not have viewed himself like that when he was more unwell:
“I was very ill and confused. Perhaps now I am not so. Pretty normal 
really”.
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He also normalised the experience of schizophrenia by comparing it to a physical 
illness:
“These people with the illness aren’t stupid. They’ve actually got 
something which needs help, it’s like diabetics isn’t it”.
He therefore seemed to have a similar perspective to John, who viewed schizophrenia 
as a difficulty and that everyone experienced difficulties in their life.
4.3. Losses
4.3.1. Loss o f Career Opportunities
a) Waiting List Group
Michael, Laura and David talked about the loss of career opportunities. For Michael 
this was because of:
“ .. .not being able to work because I know it’s be an impossible situation 
because I would think everywhere was bugged. I’d be looking in the 
workplace. I’d be looking for microphones”.
Michael said that not being able to work contributed to him feeling “inadequate”, 
although he identified that other issues were the main contributor to these feelings, 
namely his difficulties showing love and affection to his family due to his early life 
experiences.
David and Laura also thought their difficulties with progressing with their careers or 
studying were related to their “problems”, which for them were related to their 
symptoms. David seemed to have come to terms with this:
“perhaps contentment.. .that’s what’s important to me now.. .1 think I feel 
it’s less important to achieve in the financial world”.
But Laura saw herself as “a waste” and said she was “ashamed” of herself because she 
had not achieved what she was capable of:
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. ..[I] was clever and on the way to a good career if I’d stuck at it.” 
b) CBT Group
Anna, like David talked about her illness affecting her career and also that she 
was “coming to terms with what...little I can do”. Lucy talked about her loss of 
her career and felt that she could not get back to it because she had difficulties 
“getting physically fit again” because people were “sapping” her energy.
4.3.2. Loss o f Lifestyle Opportunities
A number of participants talked about having lost lifestyle opportunities because of 
their experiences and difficulties, including having a boyfriend, getting married, 
having children, going through particular stages of life.
a) Waiting List Group
Laura talked about not being able to have a boyfriend due to her difficulties and not 
being able to socialise:
“I’d like to have a boyfriend. I’d like to be really well.. .I’d like to be able 
to do more things without being stopped by my problems”.
David identified that his illness had perhaps prevented him from having a family:
“Perhaps I’d like my wife and I to have had a family because that is one 
thing that this problem has made very difficult”.
b) CBT Group
Anna and Lucy talked about lifestyle choices such as getting married and having 
children and the impact of their experiences on this. Anna, for example, said:
“I feel a bit sorry for myself sometimes. A bit sad for myself.. .the kind of 
pattern that you think you are going to have when you’re a teenager 
growing up, with getting married and having children and having a job
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and.. .driving and all these kinds of things.. .1 haven’t done because my 
life has been a bit interrupted by being ill”.
Lucy linked the difficulties with having children with her slowed thinking:
“I’m not thinking quickly enough for certain situation. I wouldn’t know 
how to deal with screaming babies or crying children or whatever now. I 
have to relearn how to do all these things”.
Lucy also said that a lack of energy affected her ability to do other things in her life:
“I’m not doing half the things that I want to do because I’m so slow and 
I get tired quickly. I don’t sing in choirs anymore. I don’t read books. I 
very rarely read books. I’ve sort of almost slowed down and stopped 
doing things”.
Anna felt that other people had a lifestyle that she would not be able to have:
“I have friends who are married, got two children and have.. .things to do 
with the parish.. .they have an entire lifestyle I can’t support...” because 
“getting through life is more difficult for me than for a lot of people”.
Paul talked in detail about how psychosis affected his ability to do things during his 
20s. He talked about missing out on fun things like socialising and doing what he 
wanted to do because he was “banged up in hospital”:
“I really didn’t get chance to live my twenties. Sort of like, I got ill when 
I was, I got better at the age of thirty. Therefore I missed out.. .perhaps on 
the fun I could have had during my twenties”.
He then said he missed out on “being a rowdy little kid” and “being a terror during my 
twenties”. The effect seemed more far reaching than just having fun, he said:
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“I couldn’t really get out there and do what I wanted to do. Live the way I 
wanted...”.
Ruth said her friends “deserted” her due to her “mental behaviour”, “what I was 
thinking and that”, which “scared them” and this had made her feel “worthless”.
4.3.3. Loss o f Self-belief & Self-confidence
a) Waiting List Group
Laura talked about the impact of the illness on her self. She felt:
“it’s kind of tom up my confidence.. .And it’s tom up my self, my psyche”
She then compared herself with how she used to be:
“I used to be confident, um, very strong. Could socialise with loads and 
loads of people...”
The losses that she experienced due to her problems [mainly bad thoughts] had made 
her feel that she was “a waste” because she had not been able to achieve what she 
could have achieved, for example going to University and having a boyfriend.
David said his “social confidence” had been affected by schizophrenia, although he 
also recognised that he was “naturally timid” and this also had an impact.
b) CBT Group
Nicole felt that people “undermine” her and she was “losing a sense of self and self 
belief’ (P3, L43) and she compared herself with how she used to be:
“before my, what they call is illness.. .even though I was isolated, I had 
self-belief, I had confidence then and other people undermined that, you 
know tried to undermine me and they succeeded in bringing me down.”
She also said:
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“I don’t really feel I matter”.
Anna talked about the impact of not being able to trust her thinking, her “intuition” 
any more:
“I think it’s very damaging to self-confidence because you can’t rely on 
your feelings”.
Paul seemed to have a positive view of himself, saying “I like myself’. Paul felt that 
his CBT sessions had “helped” him with his self-confidence. Whilst Anna felt that it 
had helped her to begin to view her life more positively:
“.. .1 think I am still a person. I think I said to **** [CBT therapist], when 
I said to her I am not a proper person, she reacted very strongly and said 
that you do this, that and the other and you know, umm, she pointed out all 
sorts of positive things and since then I have been trying to work on those 
things and have them, have a more positive, take off, she said take off the 
grey spectacles and see what life is really like.. ..For the first week.. .she 
made me write down every little positive thing that happened and try and 
forget the negative things”.
4.3.4. Losing a Sense o f Self
Laura in the waiting list group and Nicole and Ruth in the CBT group said they felt 
they had lost or were losing aspects of their sense of self.
a) Waiting List Group
Laura said she felt “corrupted” and “kind of polluted” by her illness because it was 
more “ongoing” in comparison with some other people who “have a really bad 
breakdown but come out of it and [are] okay.” She also said it felt:
“..like they’ve [the symptoms] tom me all up inside.. .1 get really sad 
because I’m not how I used to be”.
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This was different from John, who said he had not lost or experienced a change in his 
sense of self:
“I view myself just the same as I’ve always been, I don’t think of myself 
as any different to what I did then because, alright I’m going through the 
problem, but it’s not the end of the world.. .it happens to a lot of people.”
Despite this he also said a lot of the time that he was normal “barring this problem”, 
which he said was “schizophrenia”.
b) CBT Group
Nicole seemed to feel that she was losing parts of herself:
“Well, it’s just a case of going through the motions everyday and not 
really experiencing any peace, any joy .. .Parts of me just feel really dead.
What’s the point of going on?”
Nicole seemed to be detached from her sense of self, but her comments also suggested 
that this varied and that at present things were difficult, which she talked about at 
another point in the interview. She said that at present she was feeling “a bit lost”,
“on the edges of society”, “I’m  feeling a bit detached from myself at the moment” 
because she felt she did not have “any support around” her.
Ruth felt she had lost aspects of her social self because she said:
“I used to be an extrovert, but now I’m an introvert.. .because of my 
illness”
4.3.4. Positive Impact o f Experiences - Gains
Only Laura in the waiting List Group and Anna in the CBT group felt that there had 
been gains as well as losses due to their experiences of psychosis. Laura felt that she 
was “more understanding to people with problems” since she had schizophrenia and 
Anna said her experiences had made her a “better person” because:
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“I was very proud and very arrogant and conceited and I think I’ve lost all 
those things and I think that they were not very attractive qualities”, “it’s 
probably made me into, into a more likeable person”.
4.4. Viewing Self Negatively Due to Symptoms
Laura and Jenny in the waiting List Group and Ruth in the CBT group talked about 
the impact of their symptoms for their view of themselves.
a) Waiting List Group
Laura said she felt evil because she had bad thoughts and that she was being punished:
“I hate myself, I feel evil.. .Because they’re all bad [thoughts]”
“I see myself as bad because I’m being punished”.
Jenny expressed very negative views about herself, but she did not link this with 
anything in particular and so it may not have related to her experiences with 
psychosis:
“I feel stupid and give myself a bad name, say I’m not good and I’m ugly”
Jenny said she felt “very bad” because she did not feel she had any control and when 
asked in what way she felt bad she said: “because I don’t feel sociable”.
b) CBT Group
Ruth talked about feeling angry because the symptoms were perpetrating her and 
seeping out, making her feel “down” and “degraded”:
“I don’t like myself.. .because of what gets transfused from my 
mind.. .nasty thoughts”.
She also said she felt:
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“worthless and useless.. .[because] I don’t have much willpower these 
days to fight the voices”.
4.5. Distance between Actual and Ideal Self
a) Waiting List Group
John, Richard and David all felt that they were quite close to their ideal selves. Their 
views of how they would ideally like to be seemed quite obtainable. John said he 
would like to be doing a particular job and said “I don’t think that I’m that far away 
from achieving my goal...” Richard wanted to be a ‘nice guy’ and felt:
“cos I’m a nice guy, I’m close to my ideal self’
Laura would ideally like to be at college and going onto University. She said she felt 
less close to this because she had been at college and had to stop going.
Only Michael felt that he was “miles, worlds apart” from his ideal self and felt “I’ll 
never be it”. His ideal was related to how he wanted to be as a person, which he felt 
he would never achieve due to his upbringing.
b) CBT Group
Lucy, Anna, Nicole and Ruth all felt “miles” away from their ideal selves. Lucy 
wanted to be able to join in socially and Nicole wanted to be “really happy, really 
confident”. Anna and Ruth’s ideals seemed much more difficult to obtain. Anna 
wanted to be “a modem saint” and Ruth wanted to be, among other things “a relative 
of the queen”, so it did not seem surprising that they felt “miles” away from this ideal. 
Paul was the only participant in the CBT group who felt he was “not far away” from 
his ideal self and he also had what seemed to be a more achievable goal of getting 
better and better.
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4.6. How the Label of Psychosis Impacted on the Person and on their Self- 
concept
This section will briefly summarise the participants’ views of how others saw the label 
of psychosis (schizophrenia, schizo-affective disorder or what ever label they had 
been given). It will discuss in more depth their views of how the label affects their 
self-concept.
4.6.1. Public’s Negative Views o f Label
All of the participants were aware that the label of psychosis could be viewed very 
negatively by the general public. They were aware that some people could view 
people with psychosis as unclean (Laura); behaving bizarrely, for example screaming 
and shouting in the street (Laura, Jenny); being aggressive and violent (John, Jenny, 
anna); being a murderer (Michael, Nicole, Paul); lacking intelligence (Ruth); not 
being in command of your faculties (Anna); being a ‘loony’ (Richard) a ‘madman’ 
(Richard); ‘a nutter’ (Ruth); and untrustworthy (Michael). Many of the participants 
were aware that the general public could sometimes be “uncomfortable with you” 
(Anna) or have “less respect” for you (David).
4.6.2. How did this Impact on the Person’s Sense o f Self?
a) Waiting List Group
Laura, David and John were aware that other people viewed their diagnostic label 
negatively, but said it did not impact on their sense of self because they did not agree 
with these negative views and saw others views as due to lack of knowledge, for 
example David said:
“I don’t think it [the label and negative views of others] affects me for the 
simple reason that I understand that they don’t know anything about 
it.. .they don’t know what they’re talking about basically.”
and John said:
“the way I view myself because I know what I’m going through and they 
don’t.”
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David did suggest, however that he was excluded from some aspects of community 
involvement because of the label, which therefore could have affected his social 
identify
“I feel I’m more likely to be denied involvement in the community life 
because of this [label].”
John actually viewed the label positively because he felt it enabled him to get the help 
he needed.
Richard and Jenny felt that the label had a negative impact on their self-concept. 
Richard said it made him feel he was a “nutter”, that “there’s a defect within me” and 
“there’s something wrong with me”, while Jenny said it made her feel “stupid” and 
“mental”.
b) CBTgroup
Lucy, Anna and Paul, like Laura, David and John in the waiting list group felt that the 
negative views of others about the label did not impact on their self-concept, because 
they felt people were ignorant about schizophrenia. Anna, like John, viewed the label 
as positive because she felt it was a useful “shorthand” that enabled people to 
understand what you were suffering from and she also said people had shown her a lot 
of kindness and support when they knew she was ill. However Nicole felt that label 
had undermined her “confidence and self-belief’ and Ruth said the label gave her 
“low self-esteem” and made her feel “helpless”.
Anna in the CBT group and David in the waiting list group did identify, however, that 
initially they felt the label had a negative effect. David said it made him feel “a bit 
uncomfortable” and Anna said it made her feel “sicker”, but both said that this was no 
longer the case.
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5. Discussion
This study explored the impact of psychotic symptoms and the psychotic symptoms 
for the self-concept. It also attempted to make an initial exploratory investigation into 
the impact of CBT for the self-concept by examining whether the two groups showed 
differences in how the label and the psychotic experiences impacted on their self- 
concept. Aspects of the self-concept such as self-esteem, self-efficacy, self- 
confidence, social roles, and current self were not measured directly and the 
qualitative nature of the study prevents issues of causality being established directly. 
However, the researcher did ask the participants about how their experiences affected 
their view of themselves throughout the interview. At times the participants directly 
talked about this and made their own causal links. However at other times the 
participants talked less directly about the impact of their experiences for their self- 
concept and the analysis therefore attempted to interpret the participants’ accounts in 
order to assess the possible impact of their experiences for their self-concept.
5.1. Trying to Make Sense of their Experiences
There was evidence that the participants were thinking a lot about what was 
happening to them, for example trying to make sense of their experiences and trying 
to decide if they were real or not. There was also evidence that they developed 
strategies to try and help with this, for example checking things out with others, 
observing the reactions of others and taking things with “a pinch of salt”. This could 
suggest that interventions like CBT which are aimed at helping people to examine the 
sense they are making of their experiences and aim to increase a person’s coping 
skills, would be welcome by people experiencing psychosis and may give them 
additional tools to examine and cope with what was happening to them.
5.2. Struggling to Fit into the Social World
One of the biggest issues identified by a number of participants (n=6) was about 
struggling to fit into the social world. For some of these participants this was because 
their symptoms became worse in social situations. For others it reflected general 
difficulties in coping socially. These difficulties impacted on their social identity
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because it affected their ability to fulfil social roles that they valued, for example 
going to college or work or seeing friends. Two participants also talked about these 
difficulties affecting their feelings of self-efficacy and self-confidence (Laura & 
Nicole) and Laura also talked about it affecting her feelings of self-worth. In addition, 
a number of participants who were struggling socially made temporal comparisons of 
how they were socially in the past and at present, identifying themselves as less able 
to cope socially now or experiencing changes in their personal characteristics, such as 
moving from being an extrovert to an introvert or moving from having lots of friends 
to having few friends. One participant also identified that he had been timid in social 
situations previous to his illness, which had then exacerbated his difficulties. Five of 
the participants in the study did not identify difficulties socially at present, although a 
number of these said they had struggled socially in the past when they were more 
unwell.
5.3. Social Comparisons
The majority of participants, except John and Paul, made upward comparisons 
(viewing others as better than them) with people who did not have a mental health 
diagnosis, in terms of their lifestyles (families, jobs, abilities), coping socially and 
with day-to-day things. John and Paul made lateral comparisons, viewing themselves 
as equivalent to people who did not have a mental health diagnosis.
Participants showed more variation in how they compared themselves with other 
people who had a psychotic diagnosis. Some participants made lateral comparisons, 
others upward and downward comparisons and some made only upward comparisons 
in terms of behaviour, day-to-day coping, coping socially and the length of their 
illness. Some participants also made temporal comparisons, viewing themselves now 
and in the past. This study therefore had some similarities with Camp et al (in press) 
who found that their participants made both lateral and downward comparisons with 
others and participants did not appear to be experiencing a loss of self-esteem, 
although self-esteem was not directly measured. However the current study differed 
in that many participants reported making upward comparisons in relation to people 
who did not have a mental health diagnosis. The descriptions suggested a link 
between how people compared themselves with others and their self-concept, in terms
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of self-esteem, self-efficacy, self-worth and self-confidence. However it was not 
possible, within this study, to assess whether the participants had existing difficulties 
in these areas or whether their interactions and comparisons with others had impacted 
negatively on their self-concept. It is equally possible that both factors could be 
influential.
One of the other main areas of comparison that emerged from the data was in terms of 
judging the self as normal or not. Two of the waiting list and four of the CBT 
participants talked in ways that suggested they were questioning their normality, while 
the other participants saw themselves as normal or pretty normal. Michael, Laura and 
Anna viewed themselves as abnormal in terms of how they used to feel (temporal, 
upward comparisons), while Nicole judged herself as abnormal in comparison with 
others (upward comparisons). Of particular interest were the comments of Anna, who 
said that she had always been odd, but since the illness she had become a “wee bit 
odder”. She interpreted this as a fact and did not make any negative judgements about 
herself in relation to this, seeing it as “more factual than negative”. This suggested 
that there might not be a direct relationship between experiences and the self-concept, 
but that the impact of experiences might be mediated by the person’s interpretations 
and beliefs. Anna also judged herself as both valuable and handicapped. It is possible 
that positive judgements about the self in some areas could mediate against the 
negative judgements about the self in other areas. This would suggest a complex 
relationship between psychotic experiences and the self-concept.
5.4. Losses
A number of participants talked about losses they experienced in terms of career and 
lifestyle opportunities due to their psychotic experiences. For some participants this 
impacted on their self-concept in terms of self-efficacy, self-worth and self-esteem, 
for example Laura viewed herself as “a waste” and “ashamed” because she was 
unable to go to college, while Michael said not having a job had contributed to him 
feeling “inadequate”. However another participant (David) seemed to have come to 
terms with the loss of and limitations to his career opportunity and said he now 
viewed contentment as more important. Again this suggested that the interpretations J 
people make about their experiences could mediate the impact of these experiences on
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their self-concept. David seemed to have experienced a change in attitude, which 
suggested that over time people may be more able to see their experiences differently 
and so any negative impacts for the self-concept may not be permanent and may be 
open to change.
5.5. Change over Time
There was evidence from some participants, particularly John, David and Paul, that 
their experiences had shown substantial changes over time and they were now more 
able to cope with day-to-day life and socially. They also talked about how their view 
of themselves had changed over time. They reported a greater sense of self-efficacy at 
present and they made more downward and lateral comparisons with people who did 
and did not have a mental health diagnosis. This also lends support to the idea that the 
person’s self-concept does not necessarily have to become permanently damaged or 
paralysed by the psychotic experiences. John, David and Paul all said they 
experienced improvements in their ability to deal with day-to-day life and with social 
situations and seemed to have a greater sense of self-efficacy, self-esteem and self- 
worth and self-confidence than some of the other participants.
5.6. Struggling with the Power of the Voices
Laura, Jenny, Michael, Anna and Ruth all talked about how their symptoms seemed 
very powerful and therefore difficult to control. Laura and Anna talked about still 
fighting, which suggested that they seemed to have a sense of their own self-efficacy, 
although self-efficacy was not directly measure in this study. Laura seemed to have a 
limit to her feelings of self-efficacy because she feared that the symptoms would 
overtake her and would destroy her social self. At times Ruth seemed to be lacking 
feelings of self-efficacy because she said she was not able to fight them at the moment 
and felt overtaken by them. She said she felt “worthless” and “useless” because she 
did not have the willpower to fight the voices. However at a later point in the 
interview she seemed to have a greater sense of self-efficacy, saying that she was 
‘swimming vigorously’. Jenny seemed to lack feelings of control over her symptoms 
and therefore feelings of self-efficacy in relation to dealing with them. She said that 
she sometimes felt that the only way to stop them would be to commit suicide. Both
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John and Paul did not experience their symptoms as powerful at present because they 
felt they were nearly over their illness. This could again suggest that over time the 
impact of experiences for the self-concept might change because John and Paul 
seemed to have experienced this change.
5.7. Struggling with Day-to-Day Issues
Three CBT participants and one non-CBT participant reported experiencing 
difficulties in their day-to-day lives. Two of the participants’ accounts suggested how 
these experiences might have affected their self-concept. Jenny said that her family 
would often ask why she hadn’t done the washing up, had a wash and sometimes said 
“you’re smelly”. Jenny said that she would feel very dirty at times and when her 
family told her she smelt she would want to hide. This seemed to suggest a real sense 
of embarrassment and even shame. It is possible that this could have affected her 
current view of herself as well as her self-esteem.
Lucy’s difficulties suggested another possible impact of her difficulties on her self- 
concept. Lucy did not view herself as having a mental illness, but felt that she 
experienced a lot of problems with tiredness, which limited what she could do. It is 
possible that this could affect her feelings of self-efficacy and self-esteem as well as 
her social identity.
5.8. Comparison between the CBT and Waiting List Groups
The research had aimed to compare the CBT and non-CBT clients to assess whether 
CBT helped with the person’s self-concept. The results suggested that in the majority 
of cases both groups showed a similar range of responses, with differences in only a 
small number of areas, outlined below.
5.8.1. Impact o f CBT on Self-concevt
One participant identified that CBT had helped him gain self-confidence and another 
said that CBT had helped her to work on valuing herself and her achievement.
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5.8.2. Distance between Actual and Ideal Self
Four of the CBT participants and only one of the non-CBT participants viewed 
themselves as ‘miles’ away from their ideal self. However two of the CBT group 
talked about their ideal self in ways that were more difficult to obtain than the other 
three participants. It is therefore difficult to make any judgements about this. In 
addition two of the CBT participants were quite unwell at the time of the interviews, 
which is likely to affect their view of their current (extant) self.
These limited differences could reflect difficulties in treating clients with medication 
resistant symptoms. However there may be alternative explanations for the limited 
differences that emerged. Attempts were made to match the participants, however 
some of the CBT participants seemed to be more unwell than other participants when 
the interviews took place. One of the CBT and one of the waiting list participants 
expressed suicidal ideas during the interviews and said they were not coping. In 
addition one of the CBT participants seemed to be experiencing a lot of symptoms 
during the interview and when asked about this she said her voices had been telling 
her to shut me up and had been telling her not to listen to me. It therefore seemed that 
the participants were not well matched, probably because psychosis can be a relapsing 
condition and these participants were going through a difficult time at present. The 
results of this comparison therefore needs to be interpreted with considerable caution 
and should not be considered to represent the true impact of CBT for psychosis on the 
self-concept.
5.9. Label of Mental Illness and Impact for Self-concept
All of the participants were aware that many members of the public viewed psychosis 
negatively. Some participants did evaluate themselves negatively because of this 
label, for example fearing that they might become violent. However this was not 
inevitable. A number of participants saw the negative views of others as caused by 
ignorance or lack of understanding and therefore did not think these views applied to 
them. Others did not take on the label of psychosis as applying to themselves. This 
finding supported the previous studies of Camp, Finlay & Lyons (in press); Finlay 
(2001); McEvoy, Freter, Everett et al (1985) and O’Mahony (1982) and supported the
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evidence that it is not inevitable that the person will take on the negative views of 
others as applying to the self, as suggested by Link (1987)’s Modified Labelling 
Theory.
The majority of participants chose not to disclose their mental health status for fear 
that they would be viewed negatively by others or would be discriminated against, the 
majority did not mention it to new people they met and one person told people he had 
a nervous breakdown, because he thought people accepted and understood this more. 
This finding of non-disclosure is similar to Camp et al’s (in press) finding that 
individuals would, at times try to “pass” as “normal” (therefore using selective 
disclosure). This seemed to be a pragmatic response to avoid the negative responses 
of others and did not seem to be an attempt to protect their self-concept because they 
either did not see the label as applying to the self or did not agree with the negative 
views of others.
5.10. Critique of Research Study
This study allowed a detailed exploration of the impact of psychotic experiences for 
the self-concept. It was able to suggest that these experiences could affect the 
person’s self-esteem, self-worth, self-confidence, social identify and the distance 
between their current, past and future selves.
There were a number of methodological issues, which limit the conclusions that can 
be drawn. One of the main reasons is that the aspects of self-concept were not directly 
measured and the study therefore relied on the participants’ accounts and the 
researcher’s interpretations of the data to assess the impact of psychosis for the self- 
concept. Conclusions that can be drawn are also limited because the qualitative nature 
of the study prevents causal relationships being established and prevents the 
consideration of issues of generalisability.
The main difficulty with this study was the use of a group comparison. Group 
comparisons are not normally undertaken using qualitative methods due to the small 
sample sizes, which limits generalisability of the results and because the method 
prevents causal relationships from being established. The author was aware of these
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issues, but proceeded with this study as an initial exploration into this area because it 
could add important information for the RCT which was being undertaken, and if the 
differences were large enough it could have been a helpful initial inquiry into this area 
of study. However the results suggested that there were limited differences between 
the groups. This could reflect difficulties in treating individuals with medication 
resistant psychosis or could reflect the fact that the author did not directly ask about 
the impact of CBT for the self-concept. In addition the limited differences could have 
been caused by the fluctuating nature of the condition, which meant that more 
participants in the CBT group seemed to be particularly unwell at present. Despite 
these limitations, the study was able to obtain some detailed information about the 
impact of psychotic experiences for the self-concept and the factors that might 
mediate this influence, which was not previously available and was able to support 
other studies that found that the mental illness label can have a negative impact on the 
self-concept but this is not inevitable and does not have to be permanent.
5.5. Avenues for Future Research
The study did suggest that future investigations into this area should consider a wide 
range of factors within the self-concept and not just self-esteem, as well as the factors 
that may mediate the influence of psychotic experiences and the label of psychosis for 
the self-concept. This complex relationship between the self-concept and psychosis 
suggested that future research examining the impact of CBT for psychosis on the self- 
concept might need a longitudinal study, which will enable an examination of the 
person’s self-concept before and after CBT. This was the researcher’s initial aim but 
limitation of time prevented the use of this design. It would also be important to 
assess people at more than one time point to take account of fluctuations in their 
symptoms to attempt to obtain a more accurate perception of the impact of CBT for 
psychosis. It is likely that a quantitative study of this area would first require the 
development of suitable, valid and reliable questionnaires that were able to assess the 
range of areas of self-concept that could be affected by psychosis and by CBT.
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5.11. Clinical Implications of the Research
The research suggested that for some people, the experiences of psychosis could have 
a powerful, negative affect on their self-concept, particularly in terms of social 
identity and social comparisons. The clinical implications of this are that these issues 
may need to be explored with clients during therapy because they may affect the 
distress they experience in relation to their psychosis and they could be at increased 
risk of developing additional mental health problems and have a greater risk of 
suicide, as suggested by the work of, for example Birchwood et al (1993).
The research also suggested that many participants were actively engaged in trying to 
make sense of their experiences and that interventions such as CBT may be welcomed 
by people to help them gain further tools to help with this. The research found that a 
person’s interpretations could affect the influence of psychotic experiences for the 
self-concept. This would suggest that interventions such as CBT could potentially be 
useful in helping to mediate the influence of these experiences on the self-concept. 
CBT might, for example, help the person to develop further coping skills and the 
ability to examine and challenge unhelpful beliefs, so that they are more likely to feel 
a sense of control and coping and are less likely to hold negative beliefs which impact 
on their self-concept. Obviously if current methods are not found to be effective, it 
would be important to consider how CBT could be adapted to make it more effective 
in dealing with issues of self-concept.
5.12. Summary
This study suggested that the experiences of psychosis, as well as the mental illness 
label, could have negative impacts for the person’s self-concept particularly in terms 
of social identity, self-esteem, self-efficacy and self-confidence. However this was 
not inevitable and could often be mediated by the interpretations the person makes 
about their experiences and about the label. In addition any negative affects on the 
self-concept are not necessarily permanent and could change over time either due to 
changes in a person’s experiences or due to changes in how they make sense of and 
interpret their experiences. The conclusions that can be drawn about the impact of 
CBT for the self-concept are more limited. The groups appeared to show similar 
responses in most of the areas studied, although differences did emerge in a small
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number of areas. One client felt more confident about himself due to therapy, while 
another felt more able to use strategies in a subtle way. In addition the CBT group 
identified a wider range of strategies that they used to decide if their experiences were 
real or not. It is possible that this could reflect difficulties in treating individuals with 
medication resistant psychosis or could reflect methodological difficulties within this 
study.
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VIEW OF SELF WITH PSYCHOSIS
SEMI-STRUCTURED INTERVIEW SCHEDULE
GENERAL VIEW OF SELF
1) Can you tell me a bit about yourself?
2) How would you describe yourself to other people?
3) How do you feel about yourself?
4) How would you like to be different?
5) How would you ideally like to be?
6) How far do you think you are from that?
7) How do you see yourself in the future?
VIEW OF SYMPTOMS:
1) Do you have a diagnosis or label?
2) How do you feel about this label?
3) Can you describe your symptoms?
4) How do you understand or make sense of your symptoms?
5) Where do you think these symptoms come from [what do you think causes them]?
SELF-EFFICACY:
1) In general how well are you coping?
2) How well do you think you cope with your [psychotic] symptoms?
3) How well do you cope socially?
4) How well do you cope with day-to-day life?
AFFECT OF SYMPTOMS /  DIAGNOSIS ON SELF:
1) How do you see yourself since having this label (e.g. schizophrenia)?
2) How do you see yourself since you started having these symptoms?
3) In what positive ways has it affected the way you feel about yourself?
4) In what negative ways has it affected the way you feel about yourself?
5) How does having these symptoms affect the way others see you?
6) How do other people’s opinions of you affect the way you see yourself?
7) What do you think people think about people who have psychosis?
8) How does that affect the way you see yourself?
1
COMPARISON WITH OTHERS:
1) How do you think you compare with other people who have a similar condition.
2) How do you think you compare with other people who you know don’t have a 
diagnosed mental health problem.
3) To what extent do you think that your psychotic experiences have made you feel 
different from other people?
SENSE CONTROL /  POWER
1) How much control do you think you have over your symptoms?
2) How much control do you think other situations or people have over your life?
3) How does that make you feel about yourself?
2
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VIEW OF SELF WITH PSYCHOSIS
CONSULTANT LETTER
Address
*****
Consultant Psychiatrist
Dear Dr
Tara Daniels, Trainee Clinical Psychologist, is carrying out a research project looking at 
whether psychological therapy is helping people with how they see their symptoms, how they 
view themselves and how they think other people view them. The research involves asking 
some people who have psychological therapy and some that have not, as yet, had psychological 
therapy to talk about their experiences and views.
We have suggested that X may be appropriate for this study. Please could you return the 
attached slip to say whether you do or do not think it would be appropriate for us to ask 
this person whether s/he would be interested in being involved in the study.
Obviously even if the person does agree to be involved they would still be free to 
withdraw at any time. I have enclosed an information leaflet about the research for your 
information.
Yours sincerely, 
**** Administrator
I do / do not give permission for **** to approach...................[person’s name] to ask whether
they would be willing to be involved in this study.
Consultant Psychiatrist’s Name.......................................... .....................
Consultant Psychiatrist’s Signature...........................................................
Date..........................................................................................................
Please return this slip to **** at the **** address stated above
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VIEW OF SELF WITH PSYCHOSIS
LETTER TO SEND IF NOT ON PHONE
Address
Dear X
Tara Daniels, Trainee Clinical Psychologist is interested in looking at whether psychological 
therapies are helping people with how they see their symptoms and how they view themselves 
and are viewed by others. This study is therefore asking some people who have and some that 
have not, as yet, had psychological therapy to talk about their experiences and views.
You would be paid £10 travel expenses for being involved in the research. An information sheet 
is attached and outlines further details about the study.
If you would like to be involved, please could you return the attached slip to say whether you are 
or are not happy to be contacted by Tara Daniels.
Yours sincerely
**** Administrator
I am / am not happy to be contacted by Tara Daniels 
Name.......................................................
Signature,
Please return this slip to **** at the **** address written at the top of this letter
VIEW OF SELF WITH PSYCHOSIS 
INFORMATION SHEET
Investigators:
Address for 
Correspondence:
What is the study about?
At the present time an increasing number of people are having psychological therapies to help 
them with a range of difficulties. It is important that psychologists ensure that these therapies 
are covering all the areas that are necessary to help the person. This study aims to explore 
whether psychological therapy helps people with how they view themselves and their symptoms. 
This study is therefore asking some people who have and some that have not, as yet, had 
psychological therapy to talk about their experiences and views.
What do I have to do?
We would like to ask you to come along for a short, confidential interview (a time and place 
would be arranged that is convenient for you). This will take approximately one hour and will 
involve a range of questions about how you see your symptoms and yourself and how others see 
you. With your permission we would like to record each interview on audiotape.
What will happen to the recordings?
The investigators will transcribe the recording of each interview. All information that could 
identify you will be removed during transcription. The recordings will be confidential and only 
the investigators in the project and people involved in assessing it (see following paragraph) will 
have access to them. At the end of the study all audio recordings will be erased. If you wish, you 
can however have a copy of the tape of your own interview to keep.
What happens then?
The information from the interviews will provide the basis of a report on people’s experiences 
and views of themselves and the impact of psychological therapy on this. Once again all 
information, which could identify particular individuals, will be removed from the report. The 
report will be submitted as part of the first investigator's Clinical Psychology Doctorate. The 
report may also be submitted for publication in professional journals read by psychologists. A 
short account of the findings can be sent to you after the study if you wish. The publicising of 
the findings in this way means that your views could have a real impact on psychological 
treatments in the future.
Do I have to sign anything?
If you are interested in participating in the study we would like you to sign two short consent 
forms saying that you are willing to participate. Participation is voluntary and will not affect 
any treatment you are receiving. Please understand that even after signing this form you are 
free to withdraw from the study at any time and do not have to give a reason for this. 
Withdrawal will not affect your treatment.
Anything else?
We are able to pay £10 towards your travel expenses to the interview. If you are interested in 
participating in the study or just require further information please contact Tara Daniels (details 
given above).
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Dear Prof
Re: View of self with Psychosis (145/01)
The Ethical Committee (Research) considered and approved the above study at its meeting on 
20 July 2001. The committee expressed concern that the project may be over ambitious.
Initial approval is given for one year. This will be extended automatically, only on ;
•  ^ . completion of annual progress reports on the study when requested by the EC(R). Please
X . j *  t r  ^ nqfeThatas Pmcipal Ii.se i^iga'or you die responsible for wnsunng these report* are sent to
~ »181
have not commenced within
w  ^  _    _...............
Any serious adverse events which occur in connection with this study should be reported to 
the Committee using the attached form.
Please quote Study No. 145/01 in all future correspondence.
Yours sincerely.
Research Ethics Coordinator
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VIEW OF SELF WITH PSYCHOSIS 
CONSENT FORM
1) I understand that participation in the study is entirely voluntary and I am able 
to withdraw my consent at any time and I do not have to give a reason for this.
2) My involvement in the study or a decision to withdraw from the study will not 
affect my current or future care.
3) I agree to a report being written which includes quotations and I am aware that 
any information that could identify particular individuals will be removed.
4) I am aware that a report will be submitted as part the first investigator’s 
Clinical Psychology Doctorate and that the report may also be submitted for 
publication in professional journals read by psychologists and psychiatrists.
I am aware of the issues outlined above and knowing this, I agree to be involved in
the research.
Signature of Participant
Signature of Researcher.
Date
VIEW OF SELF WITH PSYCHOSIS 
CONSENT TO AUDIO -TAPING
I consent to have the interview audio-taped as part of the research study into view 
of self and psychosis.
I am aware that the tape will be transcribed and quotations may appear in the 
written report and in any publication of the research findings in professional 
journals read by Psychologists and Psychiatrists. I understand that any 
information that could identify particular individuals will be removed and all 
identifying names will be removed.
I am aware that the tapes will be erased once the research has been completed.
Signed by participant. 
Signed by researcher.
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VIEW OF SELF WITH PSYCHOSIS 
DEMOGRAPHICS SHEET
Name ......................................................
Age .......................................................
Ethnic Origin.............. .......................................................
Diagnosis /  Label .......................................................
When first diagnosed ........................................................
What treatments had ..........................................................
CBT or Non CBT Group.......................................................
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Page 1 of 24 MRP Transcript PI
i Transcript - Laura
2
3
A
R I’m just going to start with some quite general questions.
H
5
r
PI Ok
0
7 R First o f all it’s just about, I wonder if  you could tell me a bit about
8
o -
yourself really.
7
10 PI Yes. Um. Well I’m 20, um, I’ve got a twin sister.
11
12 R Oh right.
13
14 PI Um, Um [pause].
15
16 R It’s always hard isn’t it when someone asks
17
18 PI Yes. Um, I like reading, I like sports.
19
20 R Oh right, what sorts o f sport do you like?
21
22 PI I do circuit training at the moment. Um, I like animals, I’ve got a kitten.
23
24 R Oh right.
25
26 PI I’ve got a best friend, we actually met in the adolescent unit four years
27 ago. We’re the best o f friends now.
28
29 R Oh right.
30
31 PI Um, I live near ****, I really like my flat. I’ve got a lovely flat.
32
33 R Is it your own flat?
34
35 PI Yes. Um, that’s about it really.
36
37 R That’s great, no that’s great.
38 How would you describe yourself to other people?
39
40 PI Um, I find that, I find that I’m a bit, not sociable sometimes, but I do
41 know that I’m quite intelligent.
42
43 R Right, so if you were talking to someone else about you, you as a
44 person, you would say you were intelligent and that sometimes you’re
45 not sociable.
Page 2 o f 24 MRP Transcript PI
1
2 PI Yes, yes. I don’t mean to be like that. But, but I left school when I was
3 fourteen which was a big mistake, but it was because my family was
4 falling apart.
5
6 R Right, right. Is there anything else that you’d say to somebody to
7 describe yourself.
8
9 PI Um, Yes, I’m caring, but I’m inpatient. Yes.
10
11 R Great. And how do you feel about yourself?
12
13 PI Um, I was very happy, but since my problems, um, I don’t know. Err,
14 Err. [Looks unsettled]
15
16 R Is that a hard one to?
17
18 PI Yes
19
20 R Do you want to say something about that or not?
21
22 PI No, if that’s ok.
23
24 R That ok.
25 How would you like to be different?
26
27 PI Um, I’d like to be able to do things without being very anxious, like
28 going to a wedding, or going out to a party, er or. What was the
29 question again?
30
31 R How would you like to be different?
32
33 PI Not having to drink to see people, to be just able to be natural.
34
35 R Is that to do with, you were talking about having schizophrenia, is that
36 to do with that or is that to do with something else.
37
38 PI What’s that?
39
40 R You sort of say that you would like to be able to go to parties
41
42 PI Yes
43
44 R or see people without having to drink
45
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1 PI
2
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4
5
6
7 PI
8
9 R
10
11 PI
12
13 R
14
15 PI
16
17 R
18
19 PI
20
21
22
23 R
24
25 PI
26
27 R
28
29 PI
30
31 R
32
33 PI
34
35
36
37 R
38
39 PI
40
41 R
42
43 PI
44
Yes
be less anxious. Is that because o f what your experience was, that you 
feel like that. I’m just trying to find out whether that relates to 
schizophrenia, or whether it relates to other things really.
Um, both I suppose.
Right, right. Are there any other ways you’d like to be different.
Um, yes, to have control o f my thoughts.
Right. Anything else or?
Um, no that’s it really.
How would you ideally like to be?
I’d like to be at University. I’d like to have a boyfriend. I’d like to be 
really well. Not that I consider that as, but I just, I’d like to be able to 
do more things without being stopped by my problems.
So what do you think you’re stopped from doing?
Um, well, seeing my family, going out to things without being drunk.
Is that because o f the schizophrenia?
I think so, yeah.
How far away do you think you are from your ideal selff?
Well, in 20001 went to frill time college and I was really pleased. I kink 
of got back into what everyone else was doing. Um, so. Now I find it 
hard to go back to college again.
Right, why is that?
I find it hard that I’ve got to sit in the classroom with people around me. 
What happens when you try to do that?
Um, my thoughts go mad and I feel I’m out o f control.
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1 R Right, right. So it’s very much around your symptoms really, which are
2
-3
stopping you doing that.
4
r
PI I think so, yeah.
D
6 R So it sounds like you feel your further away from your ideal self than
7 you were perhaps a year ago. Right, right.
8 
0  *
How do you see yourself in the future?
7
10 PI I don’t know. I don’t know. I really, I really want to get better and go
11 down the right crossroad, because I got to a crossroad where one side
12 was like, I’m going to give in, I’m just going to give in, I’m just going
13 to stop fighting it because I’m not getting anywhere and to jack in my
14 pills. But I’ve picked the other road, which is to keep fighting, to go for
15
16
17
18 
19
this CBT that is coming up and to really really fight to try and get.
R What are you fighting?
PI All my problems that I’ve got.
20
21 R Right, so is it kind of like a crossroads between really giving in, you
22 know being taken over by it, is that what you mean.
23
24 PI Um
25
26 R But you’ve chosen not to do that, you’ve chosen to try and
27
28 PI Fight
29
30
31
32
R Fight, to deal with it.
PI Yes
33
34 R It sounds a tough crossroads to, to have to o f got to.
35
36 PI Um.
37
38 R Does it feel like that?
39
40 PI Yeah it does.
41
42 R And do you feel like you’ve chosen, very clearly chosen a different
43 path?
44
45 PI Yes, if it works [slight laugh]
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If it works 
Yes.
So you’re worried about if it doesn’t, you might go the other way.
Yes.
Right, right. That’s tough isn’t it.
Um.
So in terms o f your future you kind o f feel unsure really, whether, 
what’s going to happen.
Um.
Because of this crossroads? You’re kind of...
No, I’m just worried that it will get worse and worse and it will end up 
destroying me really.
Right. And when you say destroying you, what could it destroy?
Um, my self with people, the thoughts with my family, things like that.
Right, so your relationships are the key things
Yes. And managing things like college and things like that.
Right, right, ok. So you’ve got, you’ve have this diagnosis or this label 
of schizophrenia. How do you feel about that label?
Um, I don’t know. Um, I really don’t know because it runs in, not 
schizophrenia, mental illness runs in my family. My twin sister’s got 
manic depression and my auntie and my uncle and my other auntie have 
also been unwell, but with depression. Well I know one o f my aunts 
was on Lithium and so I don’t know. I know that it runs in my family, 
but I don’t know if I have that particular, particular label o f 
schizophrenia.
Right, so although you’ve put it down on your form,
Yes
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1
2 R you’re not sure that you have that?
3
4 PI No.
5
6 R Can you tell me a bit more about that?
7
8 PI Um, sometimes I think the problems that I’ve had, yeah they are like
9 * schizophrenia, but then at other times I think I don’t know because I’ve got a
10 mixture, I’ve got depression as well
11
12 R Right
13
14 PI So that’s what, and my family have got that as well.
15
16 R so what is it that makes you think that it might not be schizophrenia?
17
18 PI Um, well I get thoughts, the bad thoughts, but I don’t get voices.
19
20 R Right
21
22 PI And I think that’s why I think that people with schizophrenia get voices.
23
24 R Right. And so what is it that makes you think you might have
25 [schizophrenia], then?
26
27 PI Paranoia, um, I think I had, I had delusions, I thought people were
28 trying to kill me, things like that.
29
30 R Right, so there are some things that make you think that label might
31 apply to you?
32
33 PI Yeah
34
35 R Right. So it’s more about feelings that the label might not apply to you,
36 is this the key feeling you have about it?
37
38 PI I’m just unsure.
39
40 R Yes. Ok. Um, How do you understand and make sense o f the
41 symptoms that you do have?
42
43 PI How do I?
44
45 R Sort o f make sense o f them, understand them?
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Um, I need reassurance from other people, I need them to say ‘Is this 
the case? Is that the case?.’ My Dad’s a pillar, he’s great.
So you kind o f check things out
Yeah, Yeah.
Right, right. So do you mean then, that sometimes you have to work out 
whether they’re real or not?
Yeah. Once when I was in the hospital, I thought that the nurses were 
trying to kill me and I had to ring my Dad and it was really frightening.
Yeah, yeah, I imagine very frightening.
Very.
Where do you think the symptoms come from?
Um, I don’t know. I mean, when I was eleven I had panic attacks, 
which is quite young really and um, then I was alright for three years 
and then I started to have major panic attacks again when I was about 
fifteen. Um, but I think, I think it started when my family started to 
have problems. Um and my Dad, he used to get really angry and flip 
out and he wasn’t, it almost as if he wasn’t very well himself, but he 
was ok, he didn’t need to see anyone or anything. And he used to just 
flip and I used to get a lot of anxiety. I was afraid that my Dad, was, 
you know, that he was kind of going to flip out, badly, one time. And 
also I became very friendly with my Mum and we were, I was very 
young, I was twelve, and my Mum was talking to me like I was, an 
adult, her best friend and it kind o f messed me up a little bit. Not at the 
time, at the time I felt privileged that I could help her, but. So, And I 
think also problems at school. My twin sister was terribly bullied and 
we both left school earlier and that took me out o f normal life. If I’d 
stayed at school and done my A-levels I might have been alright.
So you think, do you think they’ve been caused then, by these 
experiences?
There’s more, also, um when I was 14, because I was so worried about 
my family, um, I had a little hip problem, but I didn’t go home after it, I 
was afraid to go home. You know, not cos anything serious, I was just 
afraid that my Dad was going to flip out and my Mum wasn’t there 
anymore and **** [sister] was being,mot going to school and making
£
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my Dad angry and, um, and then I went in the hospital for my hip and I 
didn’t come out for five months because I was, I just didn’t want to go 
home. So I did tell them that, but they might have known. And they 
gave me Valium for two months, which they shouldn’t have done. No 
one checked my chart, so I had Valium for eight weeks and that, I think, 
made me more anxious when I came off it.
How do you think that those experiences have related to what you are 
experiencing now with the kind o f symptoms you are having?
I feel that I’m being punished, a lot o f the time. And that’s why when I 
view myself, I see myself as bad because I’m being punished. And I see 
that at least every day.
What do you feel you’re being punished for?
Just staying in the hospital with my leg.
Right
I told my first ever psychologist that and that’s why when I got unwell 
with my mind, I said that I couldn’t go into hospital because that’s 
where my problems came to a head, when I was in a general hospital 
and um, and that. And then in the end I had to go in on a section, so.
So if somebody asked you what caused your symptoms, like symptoms 
that seem to be like schizophrenia
Yeah
What would you say to them, what caused them 
What caused?
What caused your symptoms of, I suppose, I don’t know what you want 
to call it really, because I know you’re unsure about whether it’s 
schizophrenia, so shall we just call it that now, or would you prefer to 
call it something else?
I don’t mind.
What, what do you call it.
My problems
&
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1 R Right ok, so if we call it your problems. What do you think caused your
2 problems?
3
4 PI A mixture o f those things.
5
6 R All o f those experiences caused your problems
7
8 PI Yeah, yeah.
9 *
10 R Right, right. So it was all o f those things together?
11
12 PI Yeah.
13
14 R That seemed to cause it. Right, ok.
15
16 PI And my Mum left.
17
18 R Right, so that as well.
19
20 PI Yes. She left when I was fifteen and me and ****, my twin lived with
21 my Dad.
22
23 R So you lived with your Dad. And it sounds like he’s different now.
24
25 PI Yeah, yeah he is. Then I went, in the end, in the other unit and I didn’t
26 want to. I wanted to start, be independent and start afresh and start, but
27 I was a bit young to be put in a hostel, but I wish they had done. I don’t
28 know if it was because I was young, I think it was because they couldn’t
29 find any, so that put me in care. But I was quite old to be in care, I was
30 sixteen and a half and that, that was, that contributed to me getting
31 worse. I got a lot worse after that.
32
33 R Did you?
34
35 PI Yeah. And the second brake down I had when I was in the adult
36 hospital was probably my worst break down because the whole year o f
37 being in the care was so awful.
38
39 R Right, right. So you think that year o f being in care might have
40
41 PI Put me back
42
43 R Put you back
44
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It did, yeah. Then after the second break down, which was the one I had 
after being in care, I started, I started to take my medication and I have 
done from then since, apart from one time, but I’ll tell you about that in 
a minute. But, I stayed on my pills, I went to college, like I was telling 
you and everything. Yeah, yeah and then I came off it, which was a bit 
of a mistake and I got very low, I went down, so, I went down for about 
a month and then I started taking a new one. Tested a new one, 
Clozapine.
Is that what you’re taking now,
At the moment, yeah.
Right. So in general how well do you feel you’re coping?
Things like, um, I mean some people, I mean my support worker says 
she has to help some people with shopping and things like that. Things 
like that are all ok, shopping and looking after my flat and trying to eat 
well, because I know that’s good for me, you know. Um, but things like 
going to places, meeting my family all together, I find hard, going to 
college I can’t do. Going out without having a drink, because a drink is 
almost like a medicine.
Helps you kind of cope
Helps me cope, keeps me calm and I can cope, and my thoughts don’t 
go berserk because I’m a bit more calmer and things like that.
So it’s like that being anxious makes your thoughts worse.
Yes.
But is it, it sounds like social situations are 
Yeah, definitely.
Is that the time that, I mean I’m wondering how you generally feel that 
you cope socially?
Well I can’t go for meals with people other than my twin sister. I find it 
hard to sit in front o f other people unless I’m drunk. I feel that 
something, I feel like my body goes out o f control, um.
And is that different from before you started having these symptoms. 
You know is that a bit different for you?
Page 11 o f 24 MRP Transcript PI
1
2 PI Um?
3
4 R I suppose I ’m saying, the problems with being with other people, is that
5 only since you started having these problems?
6
7 PI Um, well when I came out of the general hospital with my hip, it started
8 from then. Yeah and it did start a bit before then as well, but not as bad.
9 *
10 R How well do you think you cope with your problems, you symptoms?
11
12 PI Well I’m lucky I’ve got a very good Dad and a very good support
13 worker and even the Doctors alright. She used to read everything I
14 wrote. I write everything down and she used to, like read it. Sorry what
15 was the question?
16
17 R How well are you coping with your symptoms?
18
19 PI Um, I get good days and bad days, like anyone really.
20
21 R Right, right. Ok. And how well do you think you cope with day to day
22 life?
23
24 PI Quite well, but I still get, I get thoughts like, um, like my family are
25 reading my bad thoughts, knowing my bad thoughts. Or, I’ve caught
26 Aids through a cut on my hands or, [pause] I don’t know, various
27 things.
28
29 R Yeah. And how do you cope with those?
30
31 PI Well I’m getting better, because I’m trying to say to myself don’t ask
32 for reassurance, just try and reassure yourself.
33
34 R So you’re really trying to
35
36 PI Yeah,
37
38 R Is that helping?
39
40 PI Yeah it does help, yeah.
41
42 R Right, right, ok
43
44 PI But when the thoughts come sometimes, I can’t do anything, I’m like at
45 their mercy.
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2
o
R Right. And do they happen every day or?
J
4
<
PI Every couple o f days.
6
7
R Right, and on the days when they’re not there, is it much easier?
/
8
n ,
PI Yeah. I feel free, clear.
y * 
10 R And on the days they’re there it’s much harder.
11
12 PI Yeah.
13
14 R Right, ok. How do you see yourself since having this label o f
15 schizophrenia?
16
17 PI Yeah, um. A waste. Ashamed. I could have been at University, you
18 know all those things.
19
20 R Are you saying that it feels a waste and a shame or do you feel that
21 about yourself?
22'
23 PI Me.
24
25 R That you’re a waste?
26
27 PI Yeah.
28
29 R Can you tell me a bit more about that?
30
31 PI I just feel that if I never got these problems, that I’d be at University
32 now, I’d have a boyfriend now.
33
34 R How does that make you feel about yourself?
35
36 PI I blame myself really.
37
38 R Do you feel anything about yourself?
39
40 PI Yeah, I feel kind o f polluted.
41
42 R Right, right, so quite kind of negative things about yourself.
43
44 PI Yeah.
45
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Um, is there a difference between, I’m trying to look at how you see 
yourself since having the label o f schizophrenia versus how you see 
yourself since having the symptoms. Is there a difference?
Sorry?
I’m wondering if  the label itself, being told that you have schizophrenia, 
whether that affected how you feel about yourself?
No.
So being told a label didn’t make any difference.
No.
Right, what about the symptoms, does that affect how you feel about 
yourself?
I don’t understand, sorry.
Um, I’m trying to just think. I think you’ve probably answered it 
actually, so I thin that’s fine.
How do I see myself with schizophrenia?
Yeah.
I don’t know, because I’m not sure.
About whether you have it?
Yeah.
Right, right. What about with the symptoms, how do you see yourself 
with the symptoms?
Well sometimes I try and say ‘well that’s part o f the illness’ but I don’t 
believe it, I’m too worried about the actual thing rather than trying to 
say ‘oh it’s’
Whether it’s real or not.
Yeah.
It’s hard to say it’s not real sometimes?
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1
2 PI Yeah.
3
4 R In what positive ways has having these problems affected how you feel
5 about yourself?
6
7 PI Sorry, can you repeat that, sorry it’s me?
8
9 ' R No, sorry it’s me. Having had these problems and dealing with these
10 problems, has there been any positive factors about it, in terms o f how
11 you see yourself?
12
13 PI Yes, I’m more understanding to people with problems, um, yes.
14
15 R Yeah. And what about, how has it affected you in terms o f negative
16 ways that you see yourself?
17
18 PI That I’m unable to do things that I could have done.
19
20 R Right, right. That you could have done before or that you had planned
21 to do?
22
23 PI That I could have done before,
24
25 R Right, right. Anything else?
26
27 PI Um, yes, I’m not as, I’m just not as able as I used to be.
28
29 R Right, in what way?
30
31 PI Like I can’t go to things like a christening, or college or things like that.
32
33 R And how does that make you feel about yourself that you can’t do the
34 things you used to do?
35
36 PI I think that it’s all my fault, that I hate it, but I can’t get the control.
37
38 R You hate the problems?
39
40 PI Yeah, I can’t get my control back.
41
42 R Right, right. Yeah. How does having those symptoms and problems
43 affect how other see you?
44
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Well I’ve got two best friends who are really good, um, they know that 
I’ve got problems with more than one people being together. So he’s 
really good and she’s really good. Um, but it even affects me with my 
family. I think people know that I find it hard being with a lot o f 
people. So they kind o f tell me that it’s going to be a few more people.
Right. Have other people had any negative or positive reactions to 
knowing that you have these problems.
****, my sister, she once said, oh, everyone has to pussy foot round you 
and that kind o f upset me a bit. Um,
And anything else, any other negative or positive things that people 
have said or?
Um, that’s all I can remember.
How do other people’s opinions affect how you see yourself?
I don’t know.
If someone has positive or negative thoughts about you, opinions about 
you, does that affect how you think about yourself?
Positive or negative?
Yes. If someone you know
Yeah
had negative thoughts about you or negative opinions about you 
Yeah
Would that affect how you see yourself?
Probably, yeah.
Right, In what way?
Um, I don’t know
If someone you knew had positive feelings about you, would that affect 
how you see yourself?
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1 PI Yeah, it’d make you feel happier.
2
3 R Right, right, ok. How do you think people view someone who has
4 schizophrenia, sort o f generally?
5
6 PI Um, a raving nutter, dressed in old clothes, Dirty, um, screaming and
7 shouting, things like that.
8
9 R Um, um. How does that affect how you see yourself, knowing that
10 people have this view o f people with schizophrenia?
11
12 PI Some people do, some people don’t.
13
14 R Right, right. Because you know that some people view people with
15 schizophrenia negatively, does that affect how you feel about yourself?
16
17 PI No.
18
19 R No.
20
21 PI No.
22
23 R Can you tell me a bit about why that is?
24
25 PI Why people?
26
27 R Why it doesn’t affect you really?
28
29 PI Um, because they don’t really understand.
30
31 R Right, so you can see that the reason they have negative views is that
32 they don’t understand what it’s about?
33
34 PI Yeah, yeah.
35
36 R Right. Ok, great. Right. How do you think you compare with other
37 people who have similar problems to you. Who also have
38 schizophrenia?
39
40 PI Um, I might have more insight than them. I investigate about certain
41 medications. I, um, also read a lot as well.
42
43 R About the condition?
44
45 PI Well, yeah. Um, or I did do, not so much now.
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Do you feel like you’ve got a lot o f knowledge about it?
Yeah, yeah. Like when my twin sister was ill, I thought to myself she 
might have manic depression. Because she was really manic, really, 
really hyper.
Yeah.
I think they call it hyper-manic or something and that was after two or 
three times in hospital and then the Doctors there gave her that label 
anyway.
Right. Are there any other ways that you compare with others.
What was the question again?
It was, how do you compare yourself with other people who have got 
the label o f schizophrenia?
Also I don’t have the negative symptoms, like not washing, or lying 
around all day and things like that. I don’t do that, so, which is also 
good. My Doctor says that as well.
And you keep your flat well don’t you.
Yeah, things like that. Um, but then in bad terms, well maybe we’ll 
come to that later.
Do you want to say about it now?
Well, in bad terms, um, I don’t know, I suffer more in some ways.
Right. Do you want to say a bit about how you suffer more?
Like how I’ve been sort o f corrupted. Some people have a really bad 
breakdown but come out o f it and then be ok. Mine’s more longer, 
ongoing.
So in that way things are harder for you
Harder in some ways. And I think more, I think deeply. Things affect 
me more. Some people it can just go over their head like.
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1 R Yeah. Do you think that’s part o f your personality as well, though, that
2 you’re a deep thinker?
3
4 PI Possibly, yeah.
5
6 R So that’s perhaps affected you a bit more.
7
8 PI Yeah.
9
10 R Right. How do you think you compare with other people who don’t,
11 that you know don’t have a mental health diagnosis?
12
13 PI Um, their control of their thoughts, um they can do things without being
14 totally anxious. They can have relationships with guys, go out to eat.
15 Um, they can see people, meet people. It’s like when I was in the
16 college, I couldn’t see people outside o f college as well. If you
17 understand.
18
19 R You didn’t want to socialise with them.
20
21 PI Yeah, cos then I’d find it very hard being back in the classroom with
22 them. Same with a boyfriend, like, if  I met a boyfriend. At one point
23 about two years ago, I could only see him if he came to the house. I
24 couldn’t go out with him or anything.
25
26 R Is that because o f the symptoms again.
27
28 PI Yeah.
29
30 R Why do these symptoms have that affect? What is it about?
31
32 PI I don’t know. I don’t know.
33
34 R But it kind o f really has limited your life.
35
36 PI Yeah.
37
38 R And in some ways it continues to do that, socially.
39
40 PI Yeah.
41
42 R Sorry you look as if you were going to say something else.
43
44 PI Um, it’s not important.
45
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Are you sure?
Yeah.
Yeah? Ok.
To what extent do you think the symptoms that you experience have 
made you feel different from other people?
Well it’s kind o f tom up my confidence in doing things really. And it’s 
tom up my self, my psyche.
Could you tell me a bit more about that.
Um, what’s the question again, sorry.
About um, how your symptoms make you feel different.
Yeah, um, very different. I feel like, they’ve [others] got a clear mind, 
they don’t have these untme bad thoughts intruding on them, that aren’t 
theirs, or anxiety, terrible anxiety and paranoia, things like that.
And you said that the symptoms had actually tom up your psyche.
Yeah, like they’ve tom me all up inside, like, like I get really sad 
because I’m not how I used to be.
How are you different from how you used to be?
I used to be confident, um, very strong. Could socialise with loads and 
loads o f people. I was clever and on the way to a good career if I’d 
stuck at it. Um, things like that.
And is it the symptoms that have made the difference, have changed 
you?
Yeah.
Right, so you were quite different.
Yeah, yeah.
And I can see that the phrase about tearing up your self and your psyche 
is very clear isn’t it.
Yeah
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R The changed that’s happened.
PI Yeah.
R How much control do you think you have over your symptoms?
PI Um, not a lot. That’s what I’m hoping the therapy [CBT] will help me
with. It’s when I’m in the situation
R Yeah. With lots o f people and
PI Yeah, when I’m actually in, when it’s actually happening I have no
control.
R Right, right ok. How much control do you think other people and other
situations have over your life?
PI Other people have over my life?
R Um.
PI Um, none.
R No. you think you have, sort o f control, so not like parents or friends or
PI No.
R You think you have, sort o f control, so it’s not parents or friends or
PI No. No, yeah.
R Is there any situations that kind of control your life a bit?
PI Yeah, it’s awful at the moment being with family, in a way. All
together. Which is really sad because I love my family.
R So you’ve got your own flat have you or are you living with your family
at the moment.
PI No, I’ve got my own flat.
R Right.
PI I live there.
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1
9
R Oh right.
Z
3 PI It’s just going, it’s just like Christmas, birthday’s, meals, things like
4
c
that.
Z)
6
n
R Yeah, yeah, and that’s difficult.
/
8
A
PI Yeah.
y
10 R Yeah, yeah. You said that when you have your symptoms you don’t
11 feel you have much control, when they’re happening.
12
13 PI Yeah.
14
15 R And how does that make you feel about, about yourself?
16
17 PI That I’ve lost control.
18
19 R Does it make you feel anything else about yourself?
20
21 PI Um, anxious, I hate myself, I feel evil.
22
23 R Right. You feel evil?
24
25 PI Um
26
27 R Why do you feel evil?
28
29 PI Because they’re all bad.
30
31 R Bad thoughts?
32
33 PI Um.
34
35 R Is it bad thoughts about other people or is that?
36
37 PI It’s like, I’ll tell you this scenario. It’s like um, for instance, say I was a
38 vegetarian and in my head I hate vegetarians. How could that be
39 because like she’s a vegetarian. That’s what, the kind of thoughts I get.
40
41 R Yeah, and that makes you feel bad.
42
43 PI So how can that be true, because it’s like with the vegetarian, she’s,
44 hating vegetarians, how can that be so when she’s a vegetarian. Do you
45 get me?
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1
2 R Yeah, yeah. So it sounds like it’s confusing as well for you. You’re
3 there thinking why, why is this happening
4
5 PI Yeah, when they’re not true and I’m not thinking that but they’re
6 coming in my head anyway.
7
8 R Yeah, yeah. I imagine that’s quite scary.
9
10 PI Yeah.
11
12 R And you said that you basically have control over your life, not your
13 family or anything like that.
14
15 PI Yes.
16
17 R How does that make you feel about yourself.
18
19 PI Quite good.
20
21 R Quite good.
22
23 PI Yeah. It’s like, um, there’s my friend that I met in the adolescent unit
24 and she’s better at meeting people. She goes to college full time now,
25 she goes out to their houses, she meets them in the street, shopping at
26 the supermarket. I hate that kind o f thing, you know.
27
28 R Right
29
30 PI But she can’t travel on trains, she can’t have her own flat. So we differ.
31 So although I can’t do that, I can easily look after myself, shop, pay my
32 bills, keep my flat nice.
33
34 R Get around
35
36 PI Get around, travel, so that’s the difference.
37
38 R So it’s kind of, she’s got difficulties in a different area.
39
40 PI Area from me. Yeah.
41
42 R Is there anything else that you would like to say about how you view
43 yourself and
44
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1 PI I know that I’ve been throught a lot o f pain through my problems, I
2 know that much.
3
4 R Do you feel that you’re still going through that?
5
6 PI Yeah. And what gets me is that I’m on the medication and the two
7 problems that I’ve got most at the moment are still around and I’m
8 taking medication, so why isn’t it, why isn’t it beating them. You know
9 I get frustrated about it. And my Dad said that maybe I need twin
10 track, medicine and talking therapies. So,
11
12 R So that’s why you decided that maybe CBT might be able to help.
13
14 PI Yeah, I’ve been waiting a long time for it.
15
16 R Yeah, it’s a long wait isn’t it.
17 Well that’s kind o f all the questions that I’ve got. Is there anything else
18 that you want to say.
19
20 PI Is that the end o f the interview [seems surprised].
21
22 R Yeah.
23
24 PI Gosh. Um yeah I think that’s all.
25
26 R How did it feel to be asked those questions
27
28 PI It’s ok, yeah. I thought there might be more about my sort of
29 experiences and things like that
30
31 R With the symptoms?
32
33 PI With the symptoms, yeah.
34
35 R Right, no, it’s much more about how you view yourself
36
37 PI Yourself. Is that enough then, is this alright, what I’ve said.
38
39 R Yeah, yeah.
40
41 PI Does it help toward the study?
42
43 R Yeah I think it does. I mean I think that what I’m finding is that
44 people’s experiences are very different, how they view themselves can
45 be very different.
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1
2 PI Is it different then, everybody’s different.
3
4 R Yeah, I’ve only done a few, but at the moment people are different.
5
6 PI It must be quite interesting.
7
8 R Yeah, it’s very interesting, how people are coping, how they kind of
9 ' relate to the symptoms or don’t relate to the symptoms.
10
11 PI With me it’s all about, I want to get my control back, so I can start
12 afresh.
13
14 R Getting on with your life.
15
16 PI Getting on with my life, and get control. * * * * [PICuP researcher]’s
17 excellent, he’s really good. I’ve got one more week and then I start
18 [CBT].
19 --------------------------------------------
1 R
2
3
4 P8
5
6 R
7
8 P8
9
10
11 R
12
13 P8
14
15 R
16
17
18 P8
19
20 R
21
22 P8
23
24 R
25
26 P8
27
28 R
29
30 P8
31
32
33 R
34
35 P8
36
37
38 R
39
40 P8
41
42
43 R
44
45
46 P8
47
48
49 R
Page 1 o f 24 MRP TRANSCRIPT - NICOLE
So the first thing I want to ask you is kind o f quite a general question really, 
can you tell me a bit about yourself?
What do you mean?
A bit about who you know, what comes to mind when I say that?
It’s a very hard question to answer, because I’m feeling a bit detached from 
myself at the moment.
Right. How longs that been?
Since the New Year.
Since the New Year. Right. Right. Is there anything that you feel you can 
say about yourself? Sort o f how you describe yourself?
Um. <long pause>. I don’t know, a bit lost really.
A bit lost. What makes you feel lost?
Um. I don’t really have any support around me and I feel a bit cut off and 
Right. Cut off?
Yeah.
In what way do you feel cut off?
I don’t know I just feel like I’m on the edges o f society. I don’t feel part o f 
anything.
What makes you feel like you’re on the edges o f society?
Because the more you try to interact with people, the more you realise that 
they’re not really there with you.
In what way?
I don’t know. Every interaction I have, every friendship I try to make, they 
always go wrong.
Right. You say that you don’t feel people are there with you. What do you 
mean by that?
Well I think they join in the experience, but they’re just there for themselves, 
they’re not really relating to you.
Right. Why do you think they’re not relating to you?
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P8 Well I don’t know because it seems its got to be something about me really. 
People I don’t know I don’t feel comfortable with. I don’t know.
R So you’re feeling is that in social interactions, people don’t feel comfortable
with you and can’t relate to you?
P8 Yeah.
R Right. Any idea why you think that is?
P8 Maybe. I don’t know. Maybe because I’m different. I don’t know.
R How are you different?
P8 Ever since I was young when I used to meet people they used to say that I
was different you know I wasn’t like everybody else. I don’t know what that 
meant, but.
R You don’t know.
P8 No.
R Do you feel that you are different?
P8 Yeah because I don’t really feel the connection with anybody.
R Right. Right. And is that something you’ve felt, How long have you felt like
that?
P8 I think I’ve always felt like that even when I was a child, but I don’t know,
more so at the moment.
R Right. Why do you feel it’s more so now? What’s happening?
P8 Um, well the last six months I’ve gone through terrible shedding o f a lot o f
friendships and I don’t know I’m a bit scared to trust people, to befriend 
people.
R Right. Right. How would you describe yourself to other people? What
would you say about yourself, say you met somebody who might be a 
potential friend. How would you sort o f describe yourself?
P8 I would say that I am loyal, supportive and caring.
R Any other ways you’d describe yourself, or is that all?
P8 I try to be there as much as I can for people, but I feel that when you do that,
you open yourself to be taken advantage o f and people dump on you.
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1
2 R Right. So your experience o f them is that they do take advantage. In what
3 ways do they do that?
4
5 P8 I think the nicer you are the more they think you are so easy going that they
6 can treat you how they want to treat you.
7
8 R And how do they treat you?
9
10 P8 Like nothing. Like your nothing.
11
12 R How do you feel about yourself?
13
14 P8 Not very good.
15
16 R Not very good. Can you say anymore about that?
17
18 P8 I’m not happy with the person I am.
19
20 R What are you not happy with?
21
22 P8 Well I obviously never imagined that life would be like this.
23
24 R And how is life?
25
26 P8 Well it’s just a case o f going through the motions everyday and not really
27 experiencing any peace, any joy.
28
29 R Right. How does that make you feel about you as a person?
30
31 P8 Parts o f me just feel really dead. What’s the point in going on? You know?
32
33 R How much do you feel that?
34
35 P8 What do you mean?
36
37 R That you saying you kind of feel there’s not much point in going on.
38
39 P8 I just feel with every week that goes by I just feel this sort o f sinking feeling.
40
41 R Why do you think that that’s happening?
42
43 P8 I just feel that I’m losing a sense o f self and self-belief and you know I just
44 feel very much undermined.
45
46 R By?
47
48 P8 Society and people.
49
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Why do you think you feel undermined, what’s happening that makes you 
feel undermined?
Well it’s a case o f you try to be the best person you can and somehow the 
message you get back is, you know, your still not good enough.
And you were saying that you feel like you’re losing your sense of self and 
one o f the things you talked about is self-belief, are there any other things that 
you feel you are losing in terms o f your sense o f self?
As I said I’m going through the motions, but, um, its, um, coping. I’m a bit 
worried about how far, you know, I’m going to feel before I can’t cope.
Your kind o f worried about what’s going to happen?
Yeah.
Right. Okay. How would you like to be different?
Before my, what they call is illness, you know, but something was happening 
to me, I didn’t imagine it. Even though I was isolated, I had self-belief, I had 
confidence then and other people undermined that, you know tried to 
undermine me and they succeeded in bringing me down.
So when was it when you felt that you had confidence and self belief?
Well ‘9 8 1 went through a bad time at work and you know I had what I 
suppose the G.P would call a mini break down. But in ‘9 9 1 picked myself 
up, I was, you know, I started doing a job that I loved in the community, 
helping elderly people, home help and I was, you know, going out and about 
and just being happy with myself and where I live the people couldn’t stand 
to see that you know?
Right. So what do you think has affected your self-belief and your self- 
confidence?
The more I try to believe in human nature, the more, the more devious 
underhand people are. You know?
Right. So are you saying that it’s people that have affected your self-belief 
and self-confidence?
Yes.
Any particular people?
I think it’s just everybody I’ve come into contact with and people say what do 
you mean everybody, but I mean everybody I’ve come into contact with.
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Right. Every single person.
Yeah.
Is there anything else that’s affected your self-confidence and self-belief? 
What they call illness as well.
Right. That’s affected your 
Um (agreeing)
And you say what they call illness, what do you mean when you say that?
I think it’s very hard to admit it to yourself that you need to be on medication 
because a lot o f people do not know and when you do bump into people it’s 
very hard to tell them what’s going on and what your experiencing. You 
know a lot o f my family just think I’ve got depression, they don’t even know 
about the other thing and I just think, you know, that they’d probably judge 
me you know.
And how does that affect your sense o f self?
It doesn’t make me feel good, because I can’t be as open perhaps as you 
know, I would like I suppose.
Right. And actually having an illness like that, how does that affect your 
sense o f self?
I don’t know, because it’s a fine line, you don’t know what’s real and what’s 
not real.
Can you say some more about that?
Well if you go out and people are looking at you and, you know, and they’re 
laughing at you, you know. I don’t know I just feel very got at at the moment 
you know? Like everything zooming in on me.
And you are saying you don’t know what’s real and not real and then you 
talked about people laughing at you. Is there a connection between those two 
things, being not sure what’s real and not real and.
Because the doctors keep telling you that I know how you feel, but it’s not 
real and your just imagining it, but they don’t know how, what your going 
through.
So they keep telling you it’s not real. How do you feel about it?
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1 P8 Well you know I think women have intuition and you can feel things, you
2 know, when people are against you.
3
4 R So you’re saying that you feel it is real.
5
6 P8 Yeah.
7
8 R Right. Ok. Is there anything else you’d like to say about how you’d like to
9 be different?
10
11 P8 I’d like to have more self-belief, more confidence and feel socially accepted.
12
13 R How would you ideally like to be?
14
15 P8 Really happy, really confident. You know? But you know part o f that is
16 going back and doing some o f the childhood what happened. You know?
17
18 R Right.
19
20 P8 And I know you can’t go, you can’t do that, but if  I could start with that, I
21 think the rest, the pattern wouldn’t have been so bad.
22
23 R Right.
24
25 P8 Because I was never ever told you could do this or you could do that. You
26 know? I was always made to feel useless. You know? And so if I’d had more
27 encouragement then I think I would have been a much more confident,
28 happier adult. You know?
29
30 R Is there anything else you want to say about how ideally you’d like to be?
31
32 P8 I think that I’d like to be socially confident, and not always feel on the
33 outside looking in and feel popular.
34
35 R Right. Anything else?
36
37 P8 That’s it.
38
39 R How far do you think you are from that ideal?
40
41 P8 Very very far and as far as steel.
42
43 R Sorry?
44
45 P8 I said very far and far as steel.
46
47 R Right. Very far. How do you see yourself in the future?
48
49 P8 Things would have to change wouldn’t they.
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In what way?
Well, I’d have to feel normal again wouldn’t I?
Right. So thinking about looking into the future, what do you imagine it’s 
going to be like for you?
Well I can’t see a future.
Right, you can’t see one.
Um
What is it that makes you feel you can’t see a future?
Because o f the way things have turned out.
Can you say some more about that?
Just the fact that everything I’ve tried in life I’ve not succeeded at, you know? 
What sort o f things?
Whether it be jobs or friendships you know, life has always you know, been 
really hard.
Right. Yeah. How long’s it been like that for?
A long time.
So life’s really hard.
Um
And are you saying you can’t see that changing?
No.
Ok. I’d like to move onto something different now. Do you have a diagnosis 
or a label that you’ve been given?
Schizo-affective Disorder.
Schizo-affective Disorder. Right. How do you feel about that label?
To me it’s frightening.
Right. What’s frightening about it?
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P8 Well people are going to imagine that you’re mad aren’t they?
R People are going to imagine that you’re mad?
P8 Yeah.
R Yeah. Anything else?
P8 Well as I said to the doctor, I said it’s not normal to hear voices is it? You are
not a normal person.
R So you feel that because you hear voices you’re not normal.
P8 No.
R Right. Right. And how does that make you feel about yourself as a person,
that you have voices and you don’t feel that’s normal that people, what is it 
you said about how people view?
P8 They think your mad.
R They think your mad. How does that make you feel about yourself?
P8 Well it undermines you again.
R What sort o f things is it undermining?
P8 Confidence and self-belief. You know? To be accepted.
R All o f those things again get undermined by having that label.
P8 Yeah.
R But it also sounds like the experience themselves also make you feel like
that? Is that right?
P8 Yeah.
R Having the voices makes you feel like that as well?
P8 Yeah.
R Can you describe your symptoms to me?
P8 Well I hear laughter and voices.
R What sort o f things are the voices saying?
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1 P8 Well they laugh and they say that you’re evil, you know? A nasty person.
2
3 R So they are saying things about you?
4
5 P8 Yeah.
6
7 R Do you have any other symptoms?
8
9 P8 Lowness.
10
11 R Sorry?
12
13 P8 I feel low.
14
15 R Feel low, like low mood?
16
17 P8 Yeah.
18
19 R Anything else?
20
21 P8 It affects my ability to sleep with the voices as well.
22
23 R Any other symptoms you have?
24
25 P8 No.
26
27 R That’s okay. How do you sort o f understand or make sense o f those
28 symptoms?
29
30 P8 I don’t know because there isn’t really anyone to help you is there?
31
32 R Help you, do you mean to make sense o f them?
33
34 P8 Yeah
35
36 R What do you think causes these symptoms?
37
38 P8 As I said I think it’s the people where I used to live.
39
40 R What was it about them that caused the symptoms?
41
42 P8 Because they were following me and they used to say things about me.
43
44 R Right. And how’s that caused you to hear voices and to feel low and those
45 kind of things?
46
47 P8 I don’t know.
48
49 R You don’t know. Okay. In general, how well are you coping?
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1
2 P8 Not very well.
3
4 R Not very well. Do you want to say anymore about what you feel you are not
5 coping with?
6
7 P8 I don’t know, I’m just, you know, thinking about death a lot.
8
9 R Death. Can you say anymore about that?
10
11 P8 But you mustn’t tell anyone?
12
13 R The only thing I w ill say is that if  there’s a possible risk o f harm to yourself *
14 or someone else, then I w ill have to pass that on to PICuP and I expect that
15 they’ll contact your doctor.
16
17 P8 <long pause> <starts to cry>
18
19 R Are you okay? I’ll get you a tissue.
20
21 P8 <long pause>
22
23 [Researcher fe lt it was important to check out whether the client may be at
24 risk o f  harm to herself because it would be important to ensure that she got
25 the support she needed from PICuP. The interview was therefore stopped
26 while this issue was checked out.]
27
28 R Are you saying that you are feeling suicidal?
29
30 P8 Um
31
32 R Is that yes?
33
34 P8 I just said that I’m losing the w ill to live. I don’t know.
35
36 R Have you thought about something like suicide?
37
38 P8 Sort of.
39
40 R When you say sort of, what do you mean by that?
41
42 P8 That it just might bring me some peace.
43
44 R Might bring you some peace, that’s what you think about it. How seriously
45 have you thought about it?
46
47 P8 I don’t know.
48
49 R Have you kind o f got a plan about how you’d do it?
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2 P8 It doesn’t matter.
5
4
c
R What do you mean it doesn’t matter? What doesn’t matter?
J
6
n
P8 It doesn’t matter does it?
I
8
o
R What do you mean? <pause> What do you mean it doesn’t matter?
y
10 P8 If it happens it doesn’t matter does it?
11
12 R Doesn’t it? I think it does matter. I think you matter.
13
14 P8 You don’t know me.
15
16 R No I don’t know you, but I still feel that you matter. So have you actually
17 thought about a plan about what you want to do?
18
19 P8 No.
20
21 R Have you ever attempted suicide?
22
23 P8 Yeah.
24
25 R How many times?
26
27 P8 Once.
28
29 R How long ago was that?
30
31 P8 ‘99.
32
33 R In ‘99. Does it feel like that, how bad you felt then?
34
35 P8 I don’t know, I just feel this sinking feeling. I don’t know what it is.
36
37 R Yeah. If  I sort of, kind of asked you 0 to 100 how certain you are that you
38 would do it, 0 is definitely wouldn’t and 100 is definitely would, where
39 would you put yourself?
40
41 P8 I don’t know, I haven’t got any plans to do it, I don’t know.
42
43 R No, your just feeling low?
44
45 P8 Yeah.
46
4? R Okay. I do feel that I will need to contact PICuP and discuss it with them,
48 because obviously although I ’m doing research, I also have to take into
49 account whether there’s a risk to yourself, or to someone else and I am
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1 concerned about you and I don’t know you, but I am concerned about you
2 and I feel it’s important that they can give you the support that you need or
3 that your doctor can give you the support that you need. How do you feel
4
C
about that?
6
n
P8 I don’t know.
I
8
A
R You don’t know.
y
10 
11
<long pause>
11 
12 R What I ’ll do is when we finish the interview I’ll contact PICuP and discuss it
13 with them, and I imagine they’ll want to contact your doctor. What do you
14
i r
want to do about the interview, do you feel okay to continue?
1J 
16 P8 Yeah.
17
18 R Are you sure?
19
20 P8 Yeah.
21
22 [Interview re-started].
23
24 R Okay. Well you were sort of talking about coping, but obviously if  there’s
25 questions you don’t want to answer, you can just say. How well do you think
26 you’re coping with your symptoms?
27
28 P8 I’m feeling overwhelmed at the moment.
29
30 R You’re feeling overwhelmed. Has that been different at different times?
31
32 P8 Yeah.
33
34 R Yeah. Are there times when you feel you have coped well with them?
35
36 P8 Yeah.
37
38 R When was that?
39
40 P8 When I felt that, that’s when I had a good team, when the doctor was
41 supportive and there for me and when my key worker was, whose gone, was
42 there for me.
43
44 R So your key workers gone now?
45
46 P8 I’ve had a lot of changes, it’s been too much.
47
48 R Has your doctor changed as well?
49
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1 P8 No, but, he hasn’t changed, but he’s not so attentive. I don’t know.
2
3 R Right. And have you got a new key worker?
4
5 P8 Yeah.
6
7 R And is he or she supportive?
8
9 P8 Um. I’ve just got, I can’t open up to someone again, I just can’t allow
10 myself to do it, I don’t know.
11
12 R Right. Right.
13
14 P8 Because I had one key worker. I told her about something that was
15 happening and I thought she was supporting me and she didn’t do anything
16 about it and then she left. Then I got somebody else. I was getting to know
17 them for 3 or 4 weeks. They left. Now I ’ve got another temporary one. I
18 just can’t cope with it.
19
20 R Because they’re temporary and you know they’re going to move on.
21
22 P8 I mean this one’s temporary. It’s also that I just don’t want, really want to
23 open up to someone else.
24
25 R Right. Right. Right. So when you had a supportive team, a key worker who
26 was supportive and you felt you could talk to and the doctor was supportive,
27 you felt much more able to cope?
28
29 P8 Yeah.
30
31 R Okay, but now things have changed a lot and you don’t feel so able to cope.
32
33 P8 No.
34
35 R Right. Okay. How well do you cope socially?
36
37 P8 Um, I mean on a superficial level I can cope yes.
38
39 R Right. What, when you say superficial level, what sort o f things would that,
40 would you be coping with?
41
42 P8 I can have a laugh and a joke with somebody.
43
44 R Right. Right.
45
46 P8 But you still go away from the experience and feel empty.
47
48 R Right. You feel empty.
49
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
Page 14 of 24 MRP TRANSCRIPT - NICOLE
P8 Yeah.
R What is it that makes you feel empty?
P8 I don’t know.
R You don’t know. Right. Okay. How well do you cope with day to day life?
P8 What do you mean, like the home?
R The home, managing finances, paying bills, looking after yourself, that kind
of thing.
P8 Well, the house needs tidying up, you know? Sometimes I don’t wash up for
a long time and you know the house is a bit of a mess.
R Right. Anything else?
P8 I’m not cooking for myself.
R Right. Do you know why you’re kind of struggling with those things, with
looking after the house and cooking and things?
P8 No motivation.
R Just no motivation. Where does that come from, that lack o f motivation?
P8 Um, just feeling, <long pause>, I don’t know, I don’t feel important, I don’t
feel. You know?
R You don’t feel important?
P8 No, I don’t really feel I matter, so why should I bother?
R Right. So that stops you from perhaps cooking, looking after your house?
P8 Yeah.
R Right. Right. Why do you feel you don’t matter?
P8 Because of the way people have made me feel.
R How have they made you feel like that?
P8 They’ve just made me feel that, you know, I’m somebody they can dump on.
You know?
R Right. I’d like to move onto something slightly different now. How do you
see yourself since having this label that you’ve been given?
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P8 I feel like a bit o f a freak really.
R A freak?
P8 Yeah.
R What makes you feel, feel like that?
P8 Well I don’t feel normal, I sometimes think can people tell. You know?
R Right. Right. Why do you feel that you’re not normal and you’re a bit of a
freak because o f that label?
P8 Because I wonder why if  I ’m on the road, why do people single me out, you
know?
R Right. Do you mean like if you’re walking down the street, people single you
out?
P8 Yeah.
R So you think that they must somehow know?
P8 Yes, Or feel it, I don’t know.
R Right. Okay. How do you see yourself since you started having the
symptoms that you’ve described?
P8 I feel I ’ve lost a bit of touch with reality.
R Right. Anything else about how you see yourself, your sense o f self since
having these symptoms?
P8 Um, negative image.
R A negative image.
P8 Yeah.
R How have the symptoms given you a negative image?
P8 Because, um, I don’t know, I feel that people look down on me.
R Right. Because of the symptoms do you mean?
P8 Yeah.
R Right. Have you had particular experiences where that’s happened?
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P8 You know I tried to go into the cinema yesterday.
R Yeah.
P8 And somebody, you know, how you just turn around and look before you sit
down. Somebody I didn’t even know gave me such a look.
R And that affects how you feel about yourself?
P8 Um (agreeing).
R Right. Okay. In what positive ways, thinking about the symptoms. In what
positive ways have the symptoms affected how you feel about yourself?
P8 Positive?
R Yeah.
P8 Um, only the realisation that there are other people out there that have similar
experiences and the feeling that even though you do feel that you’re on your
own, you know, there are other people out there as well.
R Right. Right. Anything else?
P8 No.
R In what positive, sorry, in what negative way have the symptoms affected
how you feel about yourself?
P8 I don’t like myself and I find it hard to accept me.
R Because of the symptoms?
P8 Yes.
R Right. Right. Okay. How does having these symptoms affect the way others
see you?
P8 Well it’s a bit difficult, not a lot o f people do know all my symptoms. Most
people think I ’ve just got depression.
R Right. Right. Because you don’t tell, you don’t tell.
P8 Yes. And the other people, the other people are, they just keep telling me it’s
your imagination.
R Right. Right.
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P8 So I don’t feel believed. You know?
R Yes. Yes. And how does that make you feel about yourself that they just
keep saying that it’s your imagination and you don’t feel believed?
P8 Sometimes I feel like I ’m going mad.
R Right. Because they keep saying this do you mean?
P8 Yeah because it makes you, you know doubt yourself, doesn’t it?
R Right. Right. Okay. How do other people’s opinions o f you affect the way
you see yourself?
P8 Um, I think it just intensifies, um, the negative image I have o f myself.
R Right. Right. Okay. What do you think that people think about people who
have an illness like you’ve described, Schizo-affective Disorder or psychosis?
P8 I don’t think people.
R What do you think people think that is?
P8 You mean people, outsiders.
R Yeah.
P8 I think they think that they’re mad and people have an image o f people
running around with an axe, killing everybody.
R Right. Right. And how does that affect how you feel about yourself?
P8 Well it makes me angry and it makes me frightened because you know,
somebody that I knew, they don’t want me to see their son, because they 
think I ’m going to hurt their son.
R Why does that make you feel, you said that makes you feel angry, but also
frightened?
P8 It is frightened because is anybody going to feel comfortable with you
anyway?
R Right. Right. And what do you think about those views that people with
psychosis are kind of mad and they’re like axe murderers sort of running 
around. What do you think about that view?
P8 I think it’s you know the media has played a big part in that and when those
things happened it always comes up that you know they are paranoid 
schizophrenia and people believe all paranoid schizophrenics are like that.
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Right. That every person whose got schizophrenia is like that.
Yes, is a danger to society.
Right. And how does that make you feel about yourself that that’s what 
people think?
Well it’s almost if, you know, it’s almost though they’ve, you know, got you 
sussed out haven’t they, they think they know what your about.
Right. Right. What do you think people with psychosis are really about?
That’s a very deep question, I don’t know. I think most people are just trying 
to come to terms with, you know, what’s happening to them.
Right.
But I think you know. I think people kind o f come to terms with it and some 
of us can’t face up to it.
But not people running around with axes and behaving madly?
Yeah.
And you think the media kind o f make that. 
I mean basically people are frightened. 
Other people?
 Yeah.
yourself?
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P8 I haven’t met many and had really conversations with them, so I don’t really 
know.
R Right.
P8 But it’s quite funny that we do share sort of the same, same sort o f feelings in
the fact that a lot of us do feel alienated.
R Right. Right.
P8 You know out of touch, sort of, with ourselves. You know?
R Right. Are there any other ways that you feel similar to other people who
have a similar condition?
P8 Um, I feel, you know, sometimes you feel out o f control a bit with how you
feel.
R And do you think other people feel that as well?
P8 Yeah.
R  Yeah, are there any other ways in that you feel different from people who
have a similar condition?
P8 <longpause>. Don’t know.
R Don’t know. Okay. How do you think you compare with other people who
you know don’t have a mental health diagnosis?
P8 How do I compare?
R Yeah.
P8 I think they’re a lot more happier and they’ve got more self-control and they
can, they can, they can to a certain, more of an extent, go anywhere, you 
know, because they’re not, they’re not so concerned with everything?
R With? What sort of things?
P8 What’s happening around them, you know?
R And you talked about self-control, that they’ve got more self-control and I ’m
wondering self-control over what?
P8 I think they can cope, I think they can cope with their moods better.
R Right. How would they be different to you say in coping with moods? What
would you see as different?
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P8 <long pause>. Um, I don’t know, perhaps they don’t feel so desolate, you
know, perhaps they can, more or less, they might have people to talk to 
around them.
R Right.
P8 Because they might have more people around them.
R Right. Right. Okay. To what extent do you think your psychotic
experiences have made you feel different from other people?
P8 Um, <long pause>. Um, it makes you , <pause>, I think you, you’re more
paranoid and your more aware of your surroundings.
R Right. And why does that make you feel different from other people?
P8 Because, um, when you’re normal, you’re so called, you’re quite happy go
lucky, I mean everybody’s not, but you’re quite and your willing to, you can 
go anywhere you want.
R And that makes you feel different?
P8 Yeah.
R How much control do you think you have over your symptoms?
P8 <longpause>. I don’t know.
R You don’t know. And how much control do you think other situations or
other people have over your life?
P8 I think um, the more involved you are with people, um, the more stress it
adds to your life.
R Right. Right. And how does that make you feel about yourself?
P8 I don’t understand the question.
R You’re saying that the more you’re involved with people the more kind o f
stressed you feel about it, how does that impact on your sense of self?
P8 Because I think part of you is always trying to please people. You’re trying
to be in control of how you feel and um, parts of you are just breaking down 
because you’re so stressed out with whatever is happening to them or, you 
know?
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1 R Right. That’s basically all the questions that I have, is there anything that
2 you’d like to add? Anything perhaps I haven’t thought of, or, that you’d like
3
A
to say?
5
r
P8 No.
O
7
o
R How do you feel about the interview?
9 P8 It was quite hard actually, I didn’t expect it to be.
10-
11 R What was hard about it?
12
13 P8 Well no one’s ever really asked me, how I felt about, how I feel or, you
14 know.
15
16 R Yeah.
17
18 P8 So that was.
19
20 R Yeah. Has it left you with any uncomfortable feelings?
21
22 P8 I think it’s just made me a bit more self-conscious again.
23
24 R Right. And is that unhelpful for you?
25
26 P8 Yes, I suppose it is, yes it’s a negative side of it.
27
28 R Is there anything we can do to perhaps make you feel a bit better?
29
30 P8 I don’t know, I feel that people need to be believed you know?
31
32 R Yeah.
33
34 P8 About what they’re saying. You know?
35
36 R Yeah. That came across very strongly that you don’t feel believed and you
37 feel that’s really important.
38
39 P8 You know, I think my first experience with hospital and explaining to the
40 doctors and their reactions to me, you know, wasn’t very helpful.
41
42 R Right. Right. Is there anything else that you want us to do here perhaps to
43 make you go away feeling a bit better? Do you want to look at any positives
44 because you say it’s been quite focused on negatives?
45
46 P8 Yeah.
47
48 R Do you want to look at any positives or?
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Yes, if we could I suppose. Yeah.
Perhaps if you can tell me a bit about the positive things about your life, 
what’s been positive for you, what’s going well?
Um, I mean even though everybody’s got their problems in the mental health, 
um, there is a sort o f community. You know, I go to the **** and you know 
everyone’s got their problems, so it’s not as joined as it could be, but there is 
a sense of community from people that have got mental health problems.
What do you think is helpful about that environment?
Um, it’s a safe place to go and to feel who you are because when you go back 
out into the world it’s very hard.
Do you think people there understand much more what you’ve been going 
through and what your experiences are?
Yes, because they’re more likely to go through it themselves.
Right. Right. And is that helpful for you?
Yeah, in some ways yeah.
One o f the things you talked about is feeling not believed. Are there people 
perhaps there, or elsewhere who do believe you and do understand what 
you’re saying?
No, because they’ll say its your symptoms.
Right.
Even they will say it’s your symptoms.
Right. Right. So they have a different understanding o f their experiences?
Yeah, but it could be because it’s drummed into them.
Are there any other positives, perhaps things that you feel proud that you are 
able to do or?
Well I ’m hoping to join the voices group here.
Oh right.
Very shortly.
Right.
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1 P8 So Fm hoping to do that, I mean like with ****, I also did the self-esteem
2
“3
group which was very useful.
D
4
c
R What was useful about that?
6 P8 To be with a group o f people that also have felt because o f their label, you
7 know, that they could face prejudice as well, you know, and felt undermined
8
n
as well.
y
10 R What, can you think o f specific things about that group that you found
11 helpful?
12
13 P8 I can’t think o f anything specific, no.
14
15 R But perhaps that experience o f meeting other people who felt similar to you.
16
17 P8 Yeah.
18
19 R Was helpful?
20
21 P8 Yeah. The only sad thing is these things are very short you see?
22
23 R Yes. How long was the course?
24
25 P8 It was 6 weeks.
26
27 R 6 weeks?
28
29 P8 Yeah.
30
31 R So you’d kind of like it to be longer?
32
33 P8 Yes, I think to have a bit more o f an impact, you do need it to be longer.
34
35 R Right. Right. Are there any other positives at the moment in your life?
36
37 P8 Not that I can think at the moment, no.
38
39 R Is there anything else you want to do before we finish, do you feel that you
40 want to look at any other areas or anything to make yourself feel a bit better
41 before you go?
42
43 P8 You make me feel bad because you’re so confident.
44
45 R Right, so being with someone who is confident or appears confident makes
46 you feel better?
47
48 P8 Bad, it makes me feel bad.
49
